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The major purposes of the present study were to examine the prevalence of 
binge eating behaviour and their psychological as well as behavioural correlates among 
Chinese adolescents in Hong Kong. Subjects, 504 boys and 720 girls, from three high 
schools completed the measures assessing binge eating, restrained eating, emotional 
eating, external eating, depression, self-esteem as well as fear of negative evaluation. 
Results indicated that episodic overeating (20.6%) was common in the sample, 
however, subclinical binge eating behaviour (binge eating, 10.4%; binge eating 
syndrome, 6.0%; binge eating syndrome with distress; 1.1%) and clinical binge eating 
disorder (0.5%) were relatively rare. Episodic overeating was more common in males 
than females. No gender differences, however, were found in subclinical and clinical 
binge eating behaviour. Results revealed that adolescent bingers in Hong Kong usually 
binged for less than one day per week. Their binges occurred most frequently in early 
and late afternoon. Moreover, females are more likely to report distress feelings 
towards bingeing. To explore potential binger subgroup differences, bingers were 
subdivided into (1) distressed vs. nondistressed subtypes, and (2) frequent vs. 
occasional subtypes. Findings indicate that both distressed bingers and frequent bingers 
reported more psychopathology and behavioural disturbances than their respective 
comparative controls. Finally，the clinical profiles of six extreme cases were presented. 
The findings would highlight cultural differences that might account for the low 
prevalence of subclinical and clinical binge eating behaviours. Implications for future 
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CHAPTER ONE: E^TRODUCTION 
Binge eating, the uncontrollable consumption oflarge amounts offood, is a 
prevalent problem. It is especially rampant among females and can be found in all 
weight groups ( Bruce & Agras, 1992; Devlin, Walsh, Spitzer, & Hasin, 1992; 
Fairburn, Hay, & Welch，1993). Interestingly, binge eaters, as contrary to the universal 
dieting norm, eat prodigiously until they become obese or physically sick. More and 
more recent research in eating disorders have focused on binge eating and its correlates 
(Arnow, Kenardy, & Agras，1992; Davis, Freeman, & Garner, 1988; Grile, ShifFman, 
& Carter-Camphell，1994; Huon, 1994; Van Strien，1996; Wilson, Nonas，Rosenblum, 
1993). 
The Definition ofBinge Eating 
Binge eating, as a distinctive clinical feature, was first recognized by Stunkard 
(1959). This was followed by a number ofinvestigators who confirmed its usefulness 
as a clinical feature in the obese (Marcus, Wing, & Hopkins，1988; Marcus et al., 
1990; Marcus&Wing，1987; Spitzer etaL, 1991;Telch,Agras,&Tossiter, 1988). 
Interpretation of existing studies ofbinge eating is, however, hampered by the use of 
different definitions of"binge eating" and questionable methods for measuring it. 
The DSM-IV (APA, 1994) defines binge eating as an episode of eating in which 
the individual consume large amounts of food within a discrete period of time without 
control. Binge eating is not confmed to any specific eating disorder. It is common both 
in obese and non-obese subjects (Stunkard, 1959; Marcus, 1993). 
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The Definition of Other Overeating Patterns 
Apart from binge eating, Spitzer et al. (1992) described several patterns of 
overeating which are highly related to binge eating behaviour (Table. 1). Individuals 
with episodic overeating reported to have occasionally eaten in a discrete period of 
time what most people would regard as an unusually large amount offood with 
uncontrollable feelings. Binge Eating Syndrome refers to those individuals who binge 
eat and manifest at least three of the five associated behavioural features ofloss of 
control. The five associated behavioural features ofimpair control include eating much 
more rapidly than usual; eating until feeling uncomfortably full; eating large amounts of 
food when not feeling physically hungry and eating alone because the individual is 
embarrassed by the amount of food that has been eaten and feel guilty and disgust with 
oneself after the bingeing 
Binge Eating Syndrome plus distress refers to those individuals who indicate 
"great" or “extreme，，distress in regards to binge eating or the struggle against binge 
eating. The adding of distress can minimize false positive diagnoses. The diagnosis of 
Binge Eating Disorder will be given to the individual who reported the frequency of 
binge eating of at least 2 days a week, on average, during six months ( even ifnot 
present during some weeks ) and do not exhibit any compensatory features ofbulimia 
nervosa. And the individual also indicates “great，，or "extreme" distress towards 
bingeing. As indicated, the adding of a six months duration can ensure transitory 
episodes ofbinge eating will not be diagnosed as BED. 
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Table 1. Diagnostic Criteria For Binge Eating Disorder Used in Field Trial 
A. Recurrent episodes ofbinge eating , an episode being characterized by : 
1) Eating, in a discrete period of time (e.g. in any 2 hour period), an amount of food that is 
definitely larger than most people would eat during a similar period of time 
2) A sense of lack of control during the episodes, e.g. a feeling that one cannot stop eating or 
control what or how much one is eating 
B. During most binge episodes, at least three of the following behavioural indicators ofloss of 
control: 
1)Eating much more rapidly than usual 
2)Eating until feeling uncomfortably full 
3)Eating large amounts of food when not feeling physically hungry 
4)Eating alone because ofbeing embarrassed by how much one is eating 
5)Feeling disgusted with oneself, depressed, or feeling very guilty after overeating 
C. Marked distress regarding binge eating 
D. The binge eating occurs，on average, at least twice a week for a 6 month period. 
E. Does not currently meet the criteria for bulimia nervosa. 
Prevalence of Different Patterns of Overeating 
There are no universally accepted “gold standard" measure ofbinge eating. 
Epidemiological studies on binge eating behaviour can roughly be classified, according 
to the methods ofapproach, into self-report questionnaire surveys , two-stage 
screening (self-report questionnaire and clinical interview), clinical interview, case 
register and hospital record studies. Because a considerable number ofindividuals with 
binge eating behaviour never seek help from health professionals, studies utilizing case 
registers and hospital records could not give accurate estimates of the prevalence of 
different patterns of overeating • 
The great appeal of self-report questionnaire survey is their ease of 
administration. It is an economical and efficient way of assessing problems with large 
numbers of subjects when a time-consuming clinical interview is impractical. The 
、 V 
3 
clinical interview is one of the most preferable. However, researchers cannot always 
afford the time and resources in its administration. 
Episodic Overeating 
After reviewing 13 studies based on current weight control participants, 
follow-up participants , community samples and overeaters anonymous, Spitzer et 
a/.(1992) indicated that episodic overeating was very common in all ofthe weight 
control sites. This ranged from a low of 40.7% for the follow-up evaluations of the 
Eating Disorder Program, University ofMinnesota site to 70% in the Pennsylvania 
Obesity Research Group site, with an overall frequency of 59.5% in the combined 
sites. Frequent episodic overeating was by rio means rare in the community sites 
(19.3% in the combined community sites) and the college sample (38.7%). A French 
study (Basdevant, et aL, 1995) yielded a slightly lower figure in the hospital sample, the 
private practice sample and the community sample with sample percentages 27%, 
21,2% and 10% respectively。 
Binge Eating 
The prevalence ofbinge eating was 45,9% in the follow up combined sites 
which was 13.6% lower than the frequent episodic overeating (Spitzer et al, 1992). In 
the studies of Spitzer et al (1992) and Basevant et al (1995), the prevalence ofbinge 
eating in community samples was much lower (6.3% and 2% respectively). A 
depiction of about 13% in prevalence between episodic overeating and binge eating in 
the community samples was noted. The depiction was most marked in the college 
sample, A 30.6% difference between the prevalence of episodic overeating (38.7%) 
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and binge eating (8.1%) was noted. The marked depiction indicated that only a small 
proportion of college sample will experience a sense ofloss of control when 
overeating. 
Binge Eating Svndrome 
With the addition of at least three of the associated behavioural features to 
constitute the binge eating syndrome (criteria A and B in Table 1) had only a small 
effect on the prevalence in Spitzer et a/.,s (1992) study. The prevalence of binge 
eating syndrome was 43.4% in the weight control group which was 2.5% lower than 
the one ofbinge eating. The prevalence ofbinge eating syndrome was 4.9% in the 
follow up combined sites which was 1.4% lower than that for binge eating. In the 
college sample, the prevalence ofbinge eating syndrome (5.4%) was comparable to the 
one in the follow up combined sites. Again a small drop of 2.7% was found between 
the prevalence ofbinge eating and binge eating syndrome in the college sample. This 
indicated that most of the individuals with binge eating did have at least three 
associated features. 
Binge Eating Svndrome and Distress 
Adding distress to the binge eating syndrome had a further but small effect on 
the prevalence of weight control samples and community samples. The prevalence of 
binge eating syndrome and distress was 37.9 % in the weight control sample which 
was 5.5 % lower than the one ofbinge eating syndrome. The prevalence ofbinge 
eating syndrome and distress was 2。1 % in the community sample which was 1.8% 
lower than the one ofbinge eating syndrome. 
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Binge Eating Disorder 
The prevalence ofBinge Eating Disorder has, in particular, received extensive 
recent research. Many researchers (Spitzer et al, 1991;1992; 1993a; 1993b; Nangel et 
al., 1994) in fact suggested the inclusion ofBinge Eating Disorder (BED) in the DSM-
IV (APA, 1991). BED criteria define a relatively pure group ofindividuals who are 
distressed by recurrent binge eating and do not exhibit the compensatory features of 
bulimia nervosa, i.e. vomiting, laxative abuse, diuretics, fasting, intensive exercise and 
diet pills. In a community-based，randomly sampled population, Bruce and Agras 
(1992) found that 1.8 % of455 female participants met the DSM-III-R criteria for 
bulimia, excluding purging behaviour. In studying a larger community sample (n=1031) 
Spitzer et al (1992) found a very similar prevalence (2%) for BED. The prevalence of 
BED ofnonpatient community sample was 4.6% in Spitizer et al's (1993b) second 
multisite study , the prevalence was similar to the one (3.3%) drawn from the same 
facility in the first phase ofthe field trial (Spitizer et al., 1992). On the other hand, 
Basevant et a/.(1995) found a lower prevalence of 0.7% in their French community 
sample meeting the BED diagnosis. 
Although the prevalence ofBED is relatively low in the community , it 
increases substantially in clinical samples. Numerous studies indicated that such 
patients represent a substantial proportion of the obese in weight control programs 
(Gormally，Black, Daston，& Rardin, 1982; Marcus, Wing, & Agras，1984), with the 
largest studies reporting prevalence ofbinge eating disorder ranging from 25% to 50% 
(Loro & Orleans，1981; Marcus et al., 1985). Interestingly, in the two extended 
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multisite studies ofSpitizer (1992, 1993b), the overall prevalence ofBED in the weight 
control samples was somewhat identical, between 28.8% to 30.1%. Basevant et 
a/.(1995), on the other hand, only found 15.2% ofindividuals in their French weight 
control group meeting the diagnosis ofBED. 
Binge Eating and Gender 
Episodic overeating was found to be more common in males than females in 
the weight control and community samples ( Spitzer, 1992). However, all ofthe other 
patterns ofbinge eating, including BED, were more common in females. Evidently, the 
gender difference ofBED in weight control samples together with the gender 
difference ofBinge Eating and Binge Eating Syndrome in community samples have all 
reached statistical significances (Yanovskia et al, 1993, Spitzer et al., 1992, Spitzer et 
a/., 1993b). Thus, among those who have frequent episodic overeating, females are 
more likely to experience the full binge eating syndrome and be distressed by it. 
Nevertheless, BED was found to be only slightly more common in females than males 
in the weight control samples, in the nonpatient community group (5.3% vs. 3.1%) and 
in the combined college student samples (2.8% vs. 1.9%). 
In terms of gender distribution, a salient difference between BED and other 
classic eating disorders ( anorexia nervosa and bulimia nervosa) is that a greater 
percentage of the BED population is composed of men. Ninety percent or more of the 
patients undergoing treatment for AN and BN were women (Andersen, 1990). 
However, as many as three females to every two males may have BED (Wilson et al., 
1993). 
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Binge Eating Patterns 
The majority ofthe studies on binge eating have investigated the frequency of 
binge eating episodes ( Crowther, Lingswiler & Stephens，1984; Johnson & Larson, 
1982; Mitchell, Pyle, & Eckert, 1981), the duration ofbinge episodes ( Abraham & 
Beaumont, 1982; Marcus, Wing, & Hopkins, 1988; Mitchell et al.’ 1981), and the 
binge pattern ( Loro & Orleans, 1981; Marcus & Wing, 1987; Polivy & Herman, 
1985; Walsh, KissilefF, Cassidy, & Dantzic, 1989) in bulimic patients or obese subjects. 
However, few studies have been conducted on people with BED. 
Johnson, Schlundt, Barclay, Nangle and Engler (1995) in their recent 
naturalistic functional analysis ofbinge eating study found the binge eating pattern of 
BED subjects was different from that of the subclinical bingers (i.e. binge eating, binge 
eating syndrome and binge eating syndrome and distress) and the normal control. BED 
subjects associated bingeing with snacking, particularly after midnight, and their binge 
eating was insensitive to social context and place antecedents。They tended to binge 
equally whether alone or with others and whether at home or in restaurants. 
Although all subjects showed evidence ofbinge eating when having negative 
emotions, BED subjects were much more likely to binge when experiencing moderately 
negative moods. Unlike the normal subjects, neither the BED nor the subclinical 
bingers groups reported bingeing in association with positive moods. Finally, eating 
episodes ofBED subjects were more likely be preceded by neutral or full feeling than 
the subclinical bingers and normal control BED subjects are less likely to feel hungry 
before eating. 
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The subclinical bingers subjects indicated that they were more likely to binge in 
the evening, at supper, at restaurants, while experiencing very negative moods, and 
when either very hungry, not hungry, or full, regardless of the social situation. They 
resemble the BED subjects in social situation and mood, and resembled the normal 
group in meal, time of day and place, and share aspects ofboth groups in hunger (i.e. 
bingeing when very hungry or full). Hence, the subclinical bingers would binge equally 
whether alone or with others but the association between binge eating and mood 
occurred more strongly for very negative moods than for moderately negative moods. 
Binge Eating and Restrained Eating 
Dieting has often been cited as a contributing factor in the development ofbinge 
eating. (Abraham & Beumont, 1982; Garner，Rockert, Olmsted, Johnson & Cosdna’ 
1985), with more stringent diets being more likely to provoke binge eating (Orleans & 
Barnett, 1984). As stated by the restraint theory (Herman & Polivy, 1980), people 
who suppressed their weight below its biologically appropriate level would be 
susceptible to binge eating. Nevertheless, the restraint theory has been based entirely 
on studies using Herman and Polivy's (1980) Restraint Scale. 
Newer measures of restrained eating - Stunkard and Messick's (1985) 
Cognitive Restraint Scale from the Three-Factor Eating Questionnaire ( TEFQ) and 
Van Strien, Frijters, Bergers, and Defare's (1986) Restrained Eating Scale from the 
Dutch Eating Behaviour Questionnaire ( DEBQ) showed a weak inverse correlation 
with binge eating (Lowe & Gaputo，1991; Marcus, Wing, & Lamparski, 1985). These 
two scales are similar to one another but differ from the Restraint Scale in that they 
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largely exclude references to overeating and to weight fluctuations and describe 
specific cognitive and behavioural strategies for reducing caloric intake. The 
relationship between dieting and binge eating still remains unclear. 
Lowe (1993) speculated that dietary behaviour can affect eating because ofits 
accumulated effects of past cycles of dieting and overeating or because of the current 
impact ofan ongoing diet. A consensus exists that increase number ofpast cycles of > 
dieting and overeating could make restrained eaters relatively insensitive to the effects 
offood deprivation (perhaps helping them to withstand periods of food deprivation), 
and to the effects of overeating (allowing them to eat excessively once dietary control 
has bfokm down). As a result, they will rdly on mmtM cues to fegulate thm aating 
behaviour. If the original restrained scale (Herman & Polivy, 1988) has its items 
emphasized on weight fluctuation and overeating behaviour, there is no doubt that the 
scale will select a high proportion of individuals with frequent past weight fluctuation 
and provide the scale's validity in predicting the individual's severity ofbinge eating. 
The impact of current dieting is very intriguing. Current dieting refers to a 
commitment to lose weight by dieting, regardless of the nature of the diet that is 
undertaken. On the other hand, restrained eaters who are not currently on diet refers to 
those who habitually limit their food intake but are not under a current dieting to lose 
weight. Preliminary evidence (Eldredge, 1993; Grile et al., 1989; Hetherington & 
Rolls, 1991; Logue and King, 1991; Lowe, 1992) indicated that when left alone and 
encouraged to taste as much palatable food as they want, current dieters apparently 
have difficulty limiting their intake. This pattern is the opposite of that shown by 
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restrained eaters, who typically restrict their eating in the absence of disinhibitory 
stimuli (Ruderman, 1986). 
Current dieters also differ from restrained eaters in that they sharply curtail their 
eating when confronted with dietary disinhibitors (Eldredge, 1993; Heatherington & 
Rolls, 1991). It appears that current dieters appear to be “on guard" against clear cut 
threats to their eating restrictions such as a milkshake preload before eating 
(Hetherington & Rolls, 1991) and/or emotional distress (Eldredge, 1993). The 
evidence support the conclusion that restraint and dieting are associated with different 
eating regulation patterns. 
Since the TFEQ and DEBQ contain more items assessing actual dieting than the 
Restraint Scale, it is likely that the TFEQ and the DEBQ scales will identify a higher 
proportion of current dieters relative to the Restraint Scale. Since the individuals who 
have frequently dieted but are not currently dieting, and individuals who have 
frequently dieted and are dieting have opposite effect on different eating conditions, a 
small difference in the proportion of current dieters selected by the different scales 
could make a sizable difference in the average food intake level of different types of 
restrained eaters. In summary, current dieting and restrained eating are both found to 
be associated with binge eating, the controversial findings in the literature probably can 
be accounted by the utilization of different experimental situations and restrained scales 
in predicting binge eating. 
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Binge Eating and Emotional Eating 
Emotional Eating had been referred to overeating in response to stress and/or 
other emotional states (Bellisle et al., 1990; Michaud et al., 1990). Psychosomatic 
accounts suggest that obese individuals are unable to distinguish between hunger and 
anxiety, either because they learned to associate them at a young age (Kaplan & 
Kaplan, 1957) or because they never learned to distinguish between them (Bruch, 
1961). Accordingly, some individuals will respond to stress as ifit is hunger, that is , 
by eating. These individuals will be more likely to be overweight; conversely, 
overweight individuals will be more likely to show this eating pattern. Hence, 
psychosomatic theories predict that obese people will increase their eating when they 
are stressed. 
Evidence for the psychosomatic theory that obese people eat more when they 
are stressed than when they are not stressed is contradictory. Three studies (McKenna, 
1972; Pine, 1985; Slochower et al., 1981) support the hypothesis, at least in some 
conditions. On the other hand, five studies turned out do not support the hypothesis. 
Three ofthese studies (Abramson & Wunderlich, 1972; Lowe & Fisher, 1983; 
Schachter et aL, 1968) show no effect for stress, and two ( Reznick & Balch, 1977; 
Ruderman, 1983) show that stressed overweight subjects eat less than unstressed 
overweight subjects, at least in some conditions. Finally, three studies (Baucom & 
Aiken, 1981 ； Schlundt et al., 1991 ； Van Strien et al., 1986) show that only some 
stressed overweight subjects eat more than unstressed subjects. 
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The three studies (Baucom & Aiken，1981; Schlundt et al., 1991; Van Strien et 
al., 1986) imply that obesity does not itself predict vulnerability to stress-induced 
eating but, rather, that obesity interacts with, or could even be replaced by, the dieting 
status (Baucom & Aiken, 1981) in predicting emotional eating. Hence, stressed 
subjects who were dieting ate more than unstressed subjects who were dieting, 
regardless ofweight category. Remarkably consistent results revealed that restrained 
eaters are more vulnerable to Overeat than nonrestrained eaters when under emotional 
stress (Cools, Schotte, & McNally, 1992; Frost, Goolkasian, Ely, & Blanchard, 1982; 
Heatherton et al., 1991; Herman & Polivy，1975; Herman , Polivy, Lank, & 
Heatherton, 1987; Rudeman, 1985; Schotte, Coois, & McNally，1990). 
Nevertheless, interpretation of this set of findings is hampered by the fact that 
all ofthe approximately 500 subjects (Baucom and Ailen, 1981) tested to date have 
been female college students. Though, the demonstration that restraint eating predicts 
stress-induced eating in the laboratory in female college students is unusually clear, it 
remains to be seen whether restraint predicts stress-induced eating outside ofthe 
laboratory and for groups other than college women。Few studies included both female 
and male subjects. However, gender differences in prevalence of dieting may contribute 





Binge Eating and External Eating 
External eating is marked by excessive eating when food cues are prominent 
and attractive. Studies in this area often compare restrained eaters and nonrestrained 
eaters. The restrained eaters after a period of food intake control tend to become 
more sensitive than unrestrained eaters to external influences on their eating. However, 
reatrained eaters will tend to reduce their eating when an observer is present during an 
eating test (Herman, Polivy, & Silver, 1979) or when they are going to monitor their 
own eating. 
As has been shown, the most successful predictor of vulnerability to emotional 
eating, external eating and binge eating to date is restraint eating or current dieting. 
Despite consistent findings regarding the effect of restraint eating on emotional eating, 
external eating and binge eating, it is too early to consider the relationship between 
them as established fact. Restrained eating has been shown to be associated with 
emotional eating only in narrowly defined laboratory tasks, with a very narrow 
bandwidth ofstressors，and only with female college students. However, it could be 
tentatively speculated that female as compared to male are more commonly engaged in 
restrained eating or current dieting, the possible physiological changes after prolong 
denial offood may contribute to the vulnerabilities of emotional, external as well as 
binge eating。Temporary negative affect reduction after bingeing is likely to be one of 
the factors that maintains such disordered eating. 
Alternatively, after repeated binge eating, emotional eating and external eating, 
the individuals may feel guilty, ashamed, and inadequate as a result of regaining weight. 
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The emotional distress instigate another cycle of restrained eating. As a result, 
cumulative experience of dieting failure is associated with emotional distress, lower 
self-efFicacy, dysfunctional eating behaviour and binge eating behaviour. However, the 
causal role between restrained eating, binge eating, emotional eating and external eating 
remains to be examined. 
Binge Eating and Self-Inadequacv fSelf-esteem and Fear of negative evaluation) 
Another psychological characteristic associated with binge eating and dieting is 
low self-esteem (Herman & Polivy, 1988; Johnson, Connors & Tobin, 1987; Johnson, 
Steinberg, & Lewis, 1988). It seems that since childhood, attractive individuals receive 
more positive feedback from others in interpersonal relationship and in turn, these 
positive feedback help them to establish a more positive self-concept. 
On the contrary, unattractive individuals encounter more rejection from others. 
The mass media promotes an image that attractive individuals are smarter and more 
successful, having higher status and more admirers, etc.. Our society is filled with 
positive bias for the attractive. Under such circumstances, it may well be that having a 
low opinion ofoneselfmakes individuals vulnerable to the pressures to be thin and thus 
more likely to diet which in turn initiates their binge eating. It may also be, however, 
that those who decide to diet and then fmd themselves subsequently losing control of 
their eating and engaging in eating binges may feel worse and worse about themselves. 
This may lower their self-esteem with each dieting failure (Orleans & Bamett, 1984). 
According to the hierarchical model of self-esteem proposed by Shavelson， 
Hubner and Staton (1976), global self-esteem is dependent on several secondary 
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dimensions and the physical self-concept is one of the significant dimensions. In fact, 
previous studies reported a strong positive relationship between the global self-esteem 
and body-esteem (Pliner，Chaiken & Flett，1990; Silberstein，Striegel-Moore, Timko & 
Rodin, 1988; Thomas, 1989). 
Sex difference in the relationship between body satisfaction and self-esteem has 
alsQ been examined. Some research found that the correlation between body parts 
attractiveness and self-concept was stronger for girls than for boys ( Lerner & 
Karabenick, 1974; Lerner et al, 1976). The finding can be explained by the different 
social expectation for men and women. Independence, self-sufficiency, and 
competence behaviours are rewarded for man in our society but expression ofwarmth 
to others is reinforced for women. Men use their bodies to demonstrate their individual 
effectiveness while women use their body to show their attractiveness. On the other 
hand, some research reported no significant sex differences in the relationship between 
body image and self-concept (KofF, Rierdan & Stubb, 1990). Notwithstanding 
contradictory findings were found, the majority of results suggest that the relationship 
between body-esteem and global esteem is stronger for girls than for boys. 
Thus, lower self-esteem could be a precondition or cause for dieting and 
bingeing , or it could also be an outcome of unsuccessful dieting and binge eating. 
However, the current correlation nature of the data on dieting, binge eating, and self-
esteem does not allow us to discriminate between these alternatives. 
Research on the relationship between fear of negative evaluation and binge 
eating is limited. When boys and girls reach adolescent stage, they start to develop a 
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more independent self-image. They may be more self-aware and more conscious of 
how other people evaluate them. They may be more alert of negative evaluation since 
negative evaluation will hurt their self-image. Since body image is very extrinsic and 
easily criticized，adolescents of more frequent binge eating or feel distressed towards 
their bingeing probably have higher fear of negative evaluation. 
Binge eating and Psvchopathology ( Depression) 
Research on binge eating has explored not only the differences in bingeing 
behaviour, but also the associated psychopathology in various diagnostic groups 
including obesity, anorexia, bulimia nervosa, and binge eaters who do not purge. For 
example, several studies have found bulimics to be more depressed than binge eaters 
who do not purge. This pattern has been found both with analog populations such as 
college students and with patients presenting for treatment (Antony, Johnson, Carr-
Nangle, and Abel, 1994). 
Telch and Agras (1994) assessed the level of psychopathology in 107 females 
who were recruited for a study on binge eating and overweight. They found that 
severity ofbinge eating correlated significantly with all indexes of psychological 
distress they used, which included measured global psychiatric symptomatology 
(SymptomCheckMst-90;Derogatis,Lipman&Covi, 1973)。Nonetheless，the 
investigation of comorbidity rated among individuals with binge eating without 
comparison to other individuals, fails to provide information about the specific 
psychopathology ofbingers or BED in particular。 
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Several studies have examined relative levels of psychopathology in community 
samples. Schmidt and Telch (1990) found the college sample who reported binge 
eating were more depressed than those who did not binge eat, whereas the prevalence 
ofmost personality disorders was not different in the two groups. In another study, 
Marcus, Wing and Hopkins (1988) found obese bingers also tend to display more 
psychopathology than normal weight bingers, indicating an important interaction of 
weight with binge eating. 
In general，results of previous research support a positive association between 
bingeing severity and general psychiatric symptoms. Bulimics with the highest 
frequency ofbinge eating have correspondingly eievated levels ofpsychopathoiogy. 
Obese binge eaters by definition have higher levels ofbinge eating than obese persons 
who do not binge, and also display relatively higher levels of depression and anxiety 
(Shisslak, Pazda, and Crago ,1990). Finally, studies of nonclinical subjects indicate that 
those who report bingeing are more depressed than subjects who do not binge eat. 
Overall, merely demonstrating the presence of various factors in binge eaters 
does not provide data about etiology, as the factors noted above may be related to 
dieting as well as to binge eating. Both dieters and binge eaters may have low self-
esteem ，more depression, higher fear of negative evaluation, more disordered. The 
casual relationship remain unknown for the time being. 
Objectives of the Present Study 
The present study is the first attempt to study binge eating behaviour in an 
Eastern society. Firstly, the prevalence o fBED in Asian populations outside America 
...V-
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has not been studied yet. The aim of this transversal study , conducted in Hong Kong 
is to find out the prevalence of different patterns of overeating and identify the 
behaviour profile (i.e. time，frequency, distressed level and accompanied compensatory 
behaviour) of a group of Chinese adolescent bingers. 
Secondly, base on the above empirical evidence，binge eaters or binge eating 
disorder in particular are differ from non-binge eaters in many ways. They show higher 
levels ofdietary restraint ( Marcus, Wing, & Hopkins, 1988); have significantly greater 
psychopathology, especially depression ( Marcus et al., 1990); and lower self-efficiency 
(lower self-esteem and greater fear of negative evaluation); more emotional eating and 
external eating behaviours. Since DSM-IV (APA, 1994) has kept distress and a 
frequency ofat least two days per week as two main diagnostic criteria ofBED, in the 
present study we would compare bingers with varying frequency and distressed level to 
elucidate whether they have distinctive clinical pictures in terms of the psychological 
and behavioural variables. Finally, case studies will be carried out to identity the 
qualitative characteristics of Chinese adolescent with BED in Hong Kong. 
Compared to the Western counterparts, Chinese girls are slim, ifnot 
underweight. Obesity ( BMI>25 kg m"^) is relatively rare among the Hong Kong 
population. Dieting behaviour among Chinese adolescents is not as common as in the 
West. The Chinese have traditionally accepted and even valued certain degree of 
fatness. Greeting someone with "You have put on weight", for example, is still 
regarded as a compliment. There is less stigmatization of obesity in this society, which 
is not equated with physical, mental or moral impairment. In contrast, thinness is 
'«-*；. 
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associated with ill-health and bad luck and not, as in the West, with self-discipline, 
attractiveness, or economic well-being. 
Further, the Chinese enjoy eating and use sophisticated combination offood to 
promote health and longevity. Eating is also a major channel for the development of 
interpersonal relationships, or even a tool of conducting diplomatic intercourse. 
The Chinese commonly say “ Have you eaten ？” when Westerners would say “Hello” 
and believe that "being able to eat is a blessing". Chinese culture may therefore 
discourage dieting. The relative absence of obesity may also obviate the need for 
weight control，which predisposes to any eating disorder. 
In fact, the diet ofthe Chinese is generally low in fat and high in fibre content, 
and it is less common for them to characterize fattening food as “bad and forbidden", as 
many in the West apparently do. The Chinese，as opposed to many normal Western 
women, may not experience guilt and shame after eating fattening food. 
Base on the above cultural factors, the distribution of different patterns of 
overeating among adolescents may not be the same as in the West. Hence, the present 
study intended to gather preliminary data that would answer the following questions: 
1. What are the prevalence ofdifferent patterns of overeating behaviour (e.g. episodic 
overeating, binge eating, binge eating syndrome, and binge eating syndrome and 
distress and binge eating disorder) among Chinese adolescents in Hong Kong? 
2. Will bingers that binge for at least twice per week for 6 months report lower self-
esteem, greater fear of negative evaluation, higher depression, more restrained, 
emotional and external eating than the control and subclinical frequency bingers? 
、 . � 
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3. Will distressed bingers report lower self-esteem, greater fear of negative evaluation, 
higher depression, more restrained, emotional and external eating than the control 
and non-distressed bingers? 
4. What is the behavioural profile (time，frequency, and distress level ofbingeing as 
well as the compensatory behaviours) of a group of binge eaters among the high 
school sample? 
5. What are the psychological and behavioural characteristics of adolescence with 
BED? 
> 、 . ， 
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CHAPTER TWO: METHOD 
Participants 
A total of 1400 high school students studying form one to seven in three 
schools were recruited for the current study. The age of the participants ranged from 
12 to 19 years. After discarding those invalid questionnaires with significant number of 
mis,sing items within scales and / or peculiar response set, 1224 (504 boys and 720 
girls) valid questionnaires were retained. The mean ages for boys and girls were 14.42 
(S.D.= 1.67) and 14.5 ( S.D = 1.59) respectively. The three schools were selected 
according to willingness of the school administration to schedule a class period for 
students to complete the measures. 
Measures 
Descriptive Variables 
Information regarding participant's age, sex，form, current weight, current 
height was obtained using a questionnaire shown in Appendix A. A measure ofBody 
Mass Index ( BMI: weight/height ^ ) for each participant was determined from the self-
reported weight and height data. 
Rosenberg Self-Esteem Inventory ( RSE : Rosenberg, 1979) 
The RSE is a 10-item instrument designed to assess global self-regard. The 
construct validity and the predictive utility of the instrument were well documented 
(Corcoran & Fischer, 1987). A two-week test-retest reliability coefficient of.88 and 
.92 are reported ( Rosenberg, 1979). Participants were asked to rate each item on a 4-
point Likert scale ranging from ‘strongly disagree' (1) to ‘strongly agree，(4). High 
..,•. 
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RSE scores reflect high global self-esteem. The alpha coefficients of this scale was .82. 
in the present study. 
Fear ofNegative Evaluation Scale (FNE; Leany, 1983) 
The FNE is a 12-item self report inventory designed to assess the fear of 
receiving negative evaluation. A test-retest correlation of .75 over a four week period 
an4 an alpha of .90 were reported (Corcoran & Fischer，1987). In the current study, 
alpha coefficient ofthe FNE was .82. Participants were asked to rate each item on a 4-
point Likert scale ranging from ‘strongly disagree' (1) to ‘strongly agree, (4). High 
FNE scores reflect greater fear of receiving negative evaluation. 
Center for Epidemiological Studies-Depression scale fCES-D: RadlofF, 1977) 
The CES-D is a 20-item self-report questionnaire designed to assess symptoms 
ofdepression. The CES-D achieved good internal consistency with alphas of roughly 
.85 for the general population. It had fair stability with test-retest correlation that 
ranged from .51 to .67 tested over two to eight weeks and .32 to .54 tested over 3 
months to one year ( Corcoran & Fishcer, 1987). Participants were asked to rate each 
item on a 4-point Likert scale ranging from ‘rarely，or ‘none of the time' (1) to 
'always' (4). The CES-D was scored by reverse-scoring items 4，8, 12, and 16 and 
then summing the scores on all items. Higher scores indicate greater depression. The 
alpha coefficient of this scale in the current study was .88. 
Dutch Eating Behaviour Questionnaire (DEBQ: Van Strien et al. 1986) 
The DEBQ contains 33 items to assess three separate factors of eating 
behaviour: restrained eating, emotional eating, and external eating. The restrained 
23 
eating scale (10 items) asked subjects to rate items concerning deliberate, planned 
weight control. The emotional eating scale (13 items) had items that referred to 
increase binge when the person was bored, irritated, or angry. The external eating scale 
(10 items) contained items that referred to eating behaviours that were triggered by the 
sight and odour of foods or the presence of other people who were eating. 
^ Each ofthe three scales had been shown to have good internal consistency and 
factorial validity ( Van Strien，Frigters, Bergers et aL, 1986; Wardle , 1987). All items 
had a five-option response format: ‘never，(1), ‘seldom, (2), ‘sometimes，(3), 'often' 
(4)，and 'very often, (5). Scores for each scale were obtained by dividing the sum of 
the item endorsements by the total number of items endorsed. High scores indicate a 
high degree ofthe eating behaviour in question. The alpha coefficient of three 
subscales in the current study was .91, .89 and .84 respectively. 
Questionnaire on Eating and Weight Patterns- Revised ( OEWP-R: Spitzer et aL 
199¼) 
Eating patterns over the past six months were examined by questionnaires 
developed by Spitzer et al (1993 a)。Therewere28itemsinthequestionnaire. The 
QEWP-R is a criterion-based instrument that assesses the essential diagnostic criteria 
for purging and nonpurging bulimia as well as binge eating disorder (BED). The 
Cronbach's alpha of this scale was 75 and .79 in the weight control and community 
samples, respectively. A comparison of results from the self-report format and a 
clinical interview format of the QEWP-R indicated a kappa value of .60 (predictive 
validity ) on a sample of 44 obese subjects in a weight control study (Spitzer et al., 
、《_ 
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1993b). This kappa was comparable to test-retest correlation typically reported for the 
major psychiatric disorders (Williams et al., 1992). Furthermore, the validity of this 
instrument for predicting disorder eating in a laboratory setting had been established 
(YanovskieZa/., 1992). 
Diagnostic Criteria for Eating Patterns 
The responses to a subset of the QEWP-R items were used to classify the 
participants as BED, nonclinical bingeing (NCB) which includes the subcategories of 
episodic overeating, binge eating, binge eating syndrome, and binge eating syndrome 
with distress, or no diagnosis (ND) following the criteria for the diagnoses as described 
by Spitzer et al,, (1992) (see Appendix C) 
Procedures 
Questionnaires were distributed by the teachers in the classroom. Participants 
were given sufficient time to complete the questionnaire in class. On average, 50 
minutes were needed to complete one questionnaire. Participants were debriefed after 
they had handed in their questionnaires. 
如 知 
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CHAPTER THREE: RESULTS 
The Demographic Information and Relevant Characteristics of the Sample 
Table 2 presents the mean scores of all measures for the adolescent boys and 
girls. The body mass index (BMI) was 18.70 土 2.69 kgWfor boys and 18.63 土 2.84 
k g W for girls. Girls desired for an ideal BMI which was significantly lower than their 
current BMI,《595) = 11.23, j9<.000, but boys wanted an ideal BMI which was 
significantly higher than their current BMI，r(383) 二 -4.55,;?< .000. 
Girls reported significantly higher depression, t (1166)= -3.76,j9<.000, greater 
fear ofnegative evaluation, /(1184) 二 -5.33, p<.000, lower self-esteem,《1182) = 4.31, 
p < .000, more frequent restrained eating, t(l 175) 二 - i 1.72, p < .000 and external 
eating behaviour,《1172) =-2.79,/?< .01. 
In summary, Chinese girls desired a thinner body figure while Chinese boys 
wanted a heavier body figure. Girls reported to have more disordered eating 
behaviours, (i.e. restrained eating and external eating), lower self-esteem and greater 
fear of negative evaluation. 
Prevalence ofBinge Eating and Its disorders 
On the basis ofinformation provided on the QEWP-R, participants were 
classified into one of the binge eating group. Episodic overeating was defmed as 
“eating in a discrete period of time (e.g. in any 2-hour period) an amount offood that is 
definitely larger than what most people would eat during the same period oftime." 
Binge eating was defined as the association of episodic overeating and the sense of 
"^•*i, 
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Table 2. Means and Standard Deviation ofAge，BMI, IBMI, Self-esteem, 
Fear ofnegative evaluation. Restrained eating. Emotional eating and 
External eating for Boys and Girls. 
Boys Girls 
gs[=504) 0^=720) 
“ M S^~M SD t 
Age T4.4 h61 14.5 1.59 -.87 ns 
Body Mass hidex 18.70 2.69 18.63 2.84 .41 ns 
IdealBodyMassIndex 19.34 2.43 17.72 1.73 12.35*** 
Depression 22.91 8.83 24.83 8.31 -3.76*** 
Self-esteem 27.93 4.54 26.81 4.43 4.31*** 
Fear ofnegative evaluation 30.48 5.34 32.11 5.06 -5.33*** 
Restrainedeating 1.86 .61 2.34 .73 -11.72*** 
Emotional eating 1.66 ,68 1.72 .65 -1.53ns 





loss ofcontrol. The classification ofbinge eating syndrome referred to the association 
ofat least three behavioural features in addition to binge eating (Spitzer, 1992). Binge 
eating disorder included marked distress regarding binge eating and a frequency of 
binge eating ofat least twice a week, on average, during the past 6 months. Bulimia 
nervosa refers to subjects with recurrent binge eating and compensatory behaviours. 
^ Table 3 presents the prevalence of various binge eating behaviours among our 
adolescent boys and girls. Episodic overeating was not rare in this adolescents sample 
(20.6 %). Binge eating, that is episodic overeating together with the sense ofloss of 
control was estimated to be 10.4 %. The binge eating syndrome was estimated to be 
6.0%. This indicates that two->fifth ofthe subjects with binge ealing did not also have 
at least three associated features. The last two items ofbehavioural indicators of 
impaired control, i.e. ‘Eating alone because you were embarrassed by how much you 
were eating，and 'Feeling disgusted with yourself, depressed, or feeling very guilty after 
overeating', in fact, have very low endorsement rate ( 2.6% and 5%) as compared to 
the other three items (12.4%, 10.6% and 13.4%) among our sample。The first three 
behavioural items ofimpaired control are ‘Eating much more rapidly than usual’， 
‘Eating until you felt uncomfortably full' and (Eating large amounts of food when you 
didn't feel physically hungry’. 
Binge eating syndrome with distress was estimated to be 1.1%. This indicates 
that about five-sixth of the sample having binge eating syndrome did not felt upset on 
their overeating or their loss of control in overeating. The BED was estimated to be 
� 
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0.5% in this sample. The small percentage was comparable to the result of other 
community samples in French (0.6%) and America (0.6). 
Binge Eating and Gender 
Nonparametric chi-square tests were used to test the hypothesis ofequal 
proportion ofboys and girls in each binge eating pattern. Table 3 presents the 
prevalence ofdifferent patterns ofbinge eating behaviour among the Chinese 
adolescent boys and girls. Higher percentage ofboys than girls fell in the episodic 
overeating group. That is about one-fourth ofboys but less than one-fifth ofgirls 
(4.6.0% vs. 17.8%) fell in such group (x^=6.61,p<01). Nonetheless, there were no 
statistical difference between boys and girls in Binge Eating, Binge Eating Syndrome 
and Binge Eating Syndrome plus distress. The small sample size of clinical cases (BED 
and Bulimia Nervosa) precludes statistical analysis. 
In summary, episodic overeating , a nonpathological eating behaviour , was 
found to be statistically more common in boys. While the percentage of subclinical 
binge eating patterns, such as binge eating, binge eating syndrome and binge eating 
syndrome plus distress were indifFerent among adolescent boys and girls. Finally, the 
small sample ofclinical bingers could not allow us to carry out any comparative 
analysis. 
Behavioural Profile ofBinge Eaters 
Table 4 presents the pattern of binge eating behaviour among the Chinese 
adolescent binger eaters. Binge eaters are refers to those who reported to have a 
、‘ 
29 
Table 3. Prevalence ofDifferent Overeating Patterns Among Adolescent Boys and Girls 
Boys G j ^ T o ^ £ 
Control7V (%) 302(59.8) 446(61.9) 748 (61) -226 ns 
Episodic Overeating 124(24.6) 128(17.8) 252(20.6) 6.61** 
N{%) 
Binge Eating 49 (9.7) 79(11.0) 128(10.4) .46 ns 
N(%) 
Binge Eating Syndrome 26 (5.1) 48 (6.7) 74 (6.0) 1.13 ns 
N(%) 
Binge Eating Syndrome + 3(0.6) 10(1.4) 13(1.1) 1.76 ns 
Distress 
7V(o/o) 
Binge Eating Disorder 0(0.0) 6 (0.8) 6 (0.5) _ 
A^(%) 
BulimiaNervosa 1(0.2) 3 (0.4) 4(0.3) --
N(%) 
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history ofbinge eating, binge eating syndrome and binge eating disorder. The 
distribution ofboys (N=78, 14.5%) and girls (N=144, 20%) did not differ statistically 
across all frequencies. Ofthe total sample ofbingers 0^=222), 27.3% of them 
reported to have regular bingeing for one day per week, and 28.2 % ofthe subjects 
reported to have clinical frequency ofbingeing, i.e. between two to five days per week. 
Interestingly, higher percentage ofboys (10.5 %) than girls (5.0 %) reported to have 
daily episodes ofbingeing in the past six months. However, the difference did not 
reach a statistically significant level. 
Regarding to the time ofbingeing, more girls than boys reported to binge in 
early aftimoon (12 nooo to 4 prli; 45.5% vs 37.5%), lata afternoon (4pm to 7pm; 
28.0% vs 17.2%). However, more boys than girls reported to binge in the morning 
(8am to 12 noon; 4.7% vs 1.5% ), in the evening (7pm to 10 pm; 26.6% vs 18.2%) and 
at night (after lOpm; 14.1% vs 6.8%). Nevertheless, the differences did not reach a 
significant level. Overall, the most and the least common time ofbingeing among our 
bingers occur in the early afternoon (42.9%) and in the morning (2.6%) respectively. 
Adolescent girls and boys significantly different in their distribution of 
proportion on various distressed levels towards bingeing. Higher percentage ofboys 
than girls (61.0 % vs 36.4 %, x^=6.61, p<.05) reported no distress towards bingeing. 
2 
Girls and boys are equally common to report slightly distress (25.9 vs 23.4 %, % =.13, 
ns) towards bingdng。However, higher percentage of girls than boys (23.1% vs 
10.4%, 乂2=4.39, p<.05) reported moderately distress towards bingeing. 
、_SL 
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Table 4. Behavioural Profile ofBinge Eaters 
“ Boys C^=78) Girls G^=144)~~~Total ^ 
Binge Frequencies 
<onedayaweek 32 (42.1%) 64 (45.7%) 44.4% 
One day a week 22 (28.9%) 37 (26.4%) 27.3% 
Twoorthreedaysaweek 12 (15.8%) 28 (20.0%) 18.5% 
Fourorfivedaysaweek 2 (2.6 %) 4 (2.9%) 2.8% 
Nearly every day 8 (10.5%) 7 (5.0%) 6.9% 3.68 ns 
Time of Bingeing 
Moming (8AMto 12Noon) 3 (4.7%) 2 (1.5%) 2.6% 
^ Early afternoon (12 Noon to 4 PM) 24 (37.5%) 60 (45.5%) 42.9% 
Late afternoon (4 PM to 7 PM) 11 (17.2%) 37 (28.0%) 24.5% 
Evening (7 PM to 10 PM) 17 (26.6%) 24 (18.2%) 20.9% 
Night (After 10 PM) 9 (14.1%) 9 (6.8 %) 9.2% 6.50 ns 
Distress level ofbingeing 
Notatall 47 (61.0%) 52 (36.4%) 45.0% 6.61* 
Slightly 18 (23.4%) 37 (25.9%) 25.0% .13ns 
Moderately 8 (10.4 %) 34 (23.1 %) 18.6% 4.39* 
Greatly 4 (5.2%) 14 (9.8 %) 8.2% 1.00 ns 
Extremely 0 (.0%) 7 (4.9%) 3.2% -
Compensatory Behaviours 
Vomiting 
Lessthanonceaweek 0 (0%) 7 (4.9 %) 
Onceaweek 2 (2.6 %) 4 (2.8 %) 
More than once a week 0 (.6 %) 2 (.8%) 
Laxative abuse 
Less than once a week 2 (2.6%) 2 (1.4%) 
Onceaweek 1 (1-3%) 6 (4.2%) 
Diuretics 
Lessthanonceaweek 0 (0%) 0 (.0%) 
Onceaweek 1 (1.3%) 0 (0%) 
More than once a week 0 (.0%) 1 {.1%) 
Fasting 
Less than once a week 1 ( 1.3%) 2 (1.4%) 
Onceaweek 1 (L3%) 1 (.7%) 
More than once a week 0 (0%) 2 (1.4%) 
Intensive Exercise 
Less than once a week 1 (1.3%) 9 (6.3%) 
Onceaweek 5 (6.4%) 12 (8.3%) 
More than once a week 16 (20.5%) 18 (12.8%) 
Diet pills 
Less than once a week 0 (.0%) 1 (.7%) 
Onceaweek 0 (.0%) 1 {.1%) 
More than once a week 3 (3.9%) 5 (3.5%) 
-^4. 
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specifically, 4.9% percent of girls even reported extreme distress towards their 
bingeing. 
Pattern ofPathogenic Weight Loss Behaviour 
Table 4 also presents the frequencies of pathogenic weight loss behaviours of 
adolescent bingers. Boys and girls did not differ significantly in all weight loss 
behaviour. It was noticed that intensive exercise was the most common way to reduce 
weight among the adolescent bingers. Higher percentage ofboys (26.9%) than girls. 
(21.1%) reported regular use of intensive exercise (once or more than once per week) 
to rid themselves of the effects ofbingeing. 
The second most commonly used method was diet pills , 4.1 % of the bingers 
regularly used diet pills (once or more than once per week) to prevent weight gain 
after bingeing. The data also indicated that 3.6 % of the bingers regularly used vomiting 
,3.1 % of the bingers regularly used laxative abuse and 1,8 % of the bingers regularly 
used fasting as a means to prevent weight gain. In summary, nonpurging compensatory 
behaviour was more common than purging behaviour among our adolescent sample. 
Characteristics ofAdolescent Bovs and Girls with Varving Degrees ofBinge Eating 
Behaviour 
To compare subjects with varying degrees ofbinge eating behaviour, subjects 
were first classified into four subgroups according to their reported frequencies of 
binge eating. Subjects who reported no episode of overeating were classified as 
normative control (group 1). Those who reported to have episodes ofbinge eating for 
〜： 
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less than one day a week were assigned into the occasional bingers group. Subjects 
who reported a binge eating frequency of once a week , were classified into the 
frequent bingers group. Finally, those who reported to have a binge eating frequency 
up to the clinical level ofat least twice per week were assigned to the clinical bingers 
group. 
、 B o y s and girls were analyzed separately since gender differences in terms of 
psychological and behavioural correlates were noted and no significant interaction was 
found for most variables in preliminary analysis. Three multivariate analysis ofvariance 
(MANOVA) models were used to examine the group differences in the respective 
domains ofweight measures, psychological measures and behavioural measures for 
each gender. Conventional statistical significance levels 0^<.O5) were used for the 
MANOVA models. Among adolescent boys, the omnibus test statistic for weight 
measures was not significant (Wilks's X =.98), F(3, 442) =1.24，户=28, but the omnibus 
test statistics were significant for psychological measures (Wilks's X =.96), F(3, 442) 
=1.87,/7=.050 and behavioural measures (Wilks's X = 95), F(3, 442) =2.29,/7=.015. 
Table 5 summaries the means，standard deviations，and F statistics for the univariate 
comparisons of various psychological, weight and behavioural measures. Results 
indicate that boys in different groups did not differ significantly on the variables of age 
, BM I and ffiML It is interesting to note that unlike boys in the control and the 
occasional binger group who wanted to gain weight, boys who binged once a week or 
more want to lose weight. 
、 ‘ 
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Boys who binged reported a general profile of greater fear of negative 
evaluation (F=2.99, p<05), more restrained eating (F=3.04,p<0.5), more emotional 
eating (F=2.69, p<0.5) and higher depression score (F=4.50, p<0.01) when compared 
to the control. Furthermore, boys who binged to a clinical frequency level (two or 
more days per week ) obtained the highest depression，the lowest self-esteem, the most 
freqpent restrained eating, emotional eating and external eating when compared to 
other binge groups. These trends, however, were not statistically significant. 
Among adolescent girls, the omnibus test statistic for weight measures was not 
significant (Wilks's X =.99), F(3, 657) =l3l,p=.25, but the omnibus statistics were 
significant for psychological measures (Wilks's X =.97), F(3, 657) =2.20,p=.020 and 
behavioural measures (Wilks's X = 90), F(3, 657) =7,50,户二。000。Table 6 presents the 
psychological characteristics of girls with varying degrees ofbinge eating frequency. 
Girls in all groups did not differ significantly on the variables of age , BMI and ffiMI. 
Generally, girls in all groups aspired for an ideal body mass index lower than their 
current one. Girls who binged reported a profile characterized by higher depression 
(F=6.04, p<.000), lower self-esteem (F=3.13, p<.05), more emotional eating (F=16.27, 
p<.000) and external eating behaviour (F=13。55，p<.000) when compared to the 
control. 
Specifically, girls who binge to a clinical frequency of two or more days a week 
reported the lowest self-esteem (M=24.64, SD=5。16) when compared to other 
frequency groups. The trend indicated that they also obtain the highest depression 




















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































emotional eating(M=2.12, SD=.78) and external eating behaviour (M=3.05, SD=.65) 
when compared to other girls. However, statistically these trends were not significant. 
In summary, boys who binge have a general profile ofhigher depression, 
greater fear ofnegative evaluation, more restrained eating and emotional eating than 
their control counterparts. Boys who binged one or more days per week differ 
fronjtheir control and less severe counterparts in desiring for a thinner body figure. 
Likewise, girls who binged also reported higher depression, lower self-esteem, more 
external eating and emotional eating behaviour than their control. In contrast to the 
adolescent boys, girls did not differ from their control in the areas of fear of negative 
evaluation and restrained eating. Overall, glris who binged to a clinical frequency level 
reported to have the lowest self-esteem when compared to other girls. 
Characteristics of distressed and nondistressed binge eaters 
The distress level towards bingeing was another important dimension in the 
diagnostic criteria ofBED. In order to explore whether distressed bingers would have 
a distinct clinical profile，subjects were also classified into control，nondistressed binge 
group and distressed binge group. As there were no interaction effect between sex and 
group on most variables, boys and girls were again analyzed separately. Three 
multivariate analysis ofvariance (MANOVA) models were used to examine the group 
differences for different genders。Among adolescent boys, the omnibus test statistics 
were significant for all three MANOVA models: for weight measures (Wilks's X =.97), 
F(2, 441) =2.63,/7=.033, for psychological measures (Wilks's X =.97), F(2, 441)= 
2.61,/7=016 and behavioural measures (Wilks's X = 90), F(2, 441) =4.18,^=.000. 
、<_ 
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Table 7 presents the psychological characteristics ofboys with different distressed level 
towards their bingeing. Boys who reported distressed feelings towards their bingeing 
were classified into the distressed binge groups. Those who did not report distressed 
feelings towards their bingeing were classified into the non-distressed binge groups. 
Boys who felt distressed towardstheir bingeing reported a significantly higher 
body mass index than their control but the discrepancy in BMI between distressed and 
non-distressed group was not significant. Compatible with the general trend, boys in 
the control and non-distressed binger group desired for an ideal body mass significant 
heavier than their current one. In contrast, distressed bingers desired for an ideal body 
mass lower than their present one, indicating their desire to lose weight. 
Boys in the distressed binger group were characterized by higher depression 
(F=7.16, p<.000), greater fear ofnegative evaluation (F=3.43, p<.05), more restrained 
eating (F=5.94, p<01) and more emotional eating (F=3.54, p<05) when compared to 
the control. Boys in the distressed binger group also reported the most frequent 
restrained eating behaviour (M=2.35, SD=.68) among the three groups. They were 
quite conscious about their food intake to prevent weight gain. When the effect of 
BMI was control, the distressed binge group still differ from others on the above 
variables. The distressed binger group also tended to report the highest depression 
score, the lowest self-esteem, the greatest fear of negative evaluation, the most 
frequent emotional eating and external eating. However, the trends were not 
statistically significant. 
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Among adolescent girls, the omnibus test statistic was not significant for weight 
measures for weight measures (Wilks's X =.98), F(2, 656) =1.85,/7=.057 but the 
omnibus test statistics were significant for psychological measures (Wilks's X =.95), 
F(2, 656) =5.48,/7=.000 and behavioural measures (Wilks's X =.86), F(2, 656) =16.42, 
p=.000. Table 8 presents the results for girls. Similarly, girls who felt distressed 
towards their bingeing reported higher body mass index when compared to the non-
distressed binge group. However, the discrepancy in BMI between the non-distressed 
and control group was not significant. Results indicate that the distressed binge group 
was significantly more depressed (F=16.88, p<.000), lower in self-esteem (F=8.44, 
p<.000), reported more disordered eating behaviour, i.e. restrained eating (F=14.00, 
p<.000), emotional eating (F=28.55, p<.000) and external eating (F=20.32, p<.000) 
when compared to the control. Further, post-hoc tests indicated that girls in the 
distressed binger group was more depressed, lower in self-esteem, reported more 
restrained eating and more emotional eating behaviour when compared to the non-
distressed binge group. Obviously, the effects of distress on various variables were 
more apparent for girls than for boys。On the other hand, girls who did not feel 
distressed towards bingeing reported significantly less frequent restrained eating , more 
emotional eating behaviour and external eating behaviour 











































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































when compared to the control. This group of girls overeat but did not have much 
weight gain. In fact, they reported the lowest BMI of all groups. 
The Clinical Profiles of Six Extreme Cases 
We have found six extreme cases with their presentation very close to those 
people with Binge Eating Disorder in our adolescent sample. Since Binge Eating 
Disorder at normal weight has never been reported among the Hong Kong Chinese, we 
now describe them. 
Case 1 
Miss A is a 13 years old Form one student at a grammar school. She is not 
obese (Wiight 50 kg，height 165 cm, BMI - 18.37 kg/m^) but she prefers an ideal body 
weight about 5 kg lower than the present one. She claims to have been overweight at 
the age of 11 with a maximum body weight of 56 kg. Miss A also reported a history of 
weight fluctuations once or twice ( lost 10 lb。and regain). Her binge eating (age of 
onset at 8) preceded her first diet (age of onset at 12). 
In the past six months, her binges occurred two to three days per week and 
lasted for about 180 minutes each。She binged most often in early afternoons (12 noon 
to 4 PM) about 90 minutes after the main meal. She would eat large amounts of food 
when she did not feel physically kmgry。On average she consumed 7 oz potato chips, 
one pack ofinstant noodles, three packs oflemon tea, and a pyramid-shaped dumpling 
made of glutinous rice wrapped in lotus leaves。She often ate until she felt 
uncomfortably M . She would then feel very guilty and disgusted with herself. She 
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was greatly upset by the binge eating. However, she did not elicit any purging or 
nonpurging pathogenic weight loss behaviour. 
Miss A had a very high score (3.08，Mean=1.72, SD=.65) for the emotional 
eating scale, indicating that her binge eating was often triggered by feelings of 
boredom, loneliness or other negative emotions such as disappointment, depression, 
anxiety and restlessness. Likewise, Miss A also obtained a moderately high score for 
the external eating scale (3.60，Mean= 2.76, SD=.59) which could be inferred that her 
binge eating was also affected by external food cues (i.e. the sight and odour offoods 
or the presence of other people who were eating). Her restrained eating score was 
close to the sample mean。Her self-esteem was about one standard deviation below the 
sample mean (23，Mean=26, SD=4.43). Miss A also had quite high depression (37， 
Mean=24.83, SD = 8.31) and the greatest fear of perceiving negative evaluation (45, 
Mean=32.11，SD=5.06) among the six BED girls。Finally, Miss A reported that 
weight and shape were among the main things that affected how she felt about herself. 
Case2 
Miss B (weight 50 kg, height 157 cm, BMI=20.28 kg/m^) is a 15 years old 
Form 3 student at a grammar school. Similar to Miss A, she prefers an ideal body 
weight ofabout 5kg less than the current one. Miss B reported two times ofweight 
fluctuation (lost 10 lb. and regained) in the past years. Her first diet (age ofonset at 
12) preceded her first binge eating (age of onset at 14). 
Binges occurred 2-3 days per week. Each episode lasted for about 40 minutes 
and often occurred in late afternoon (4 PM to 7 PM). On averaged she consumed 
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500-600 g ofbread and many other kinds of food (e.g. sweet and 2 cups ofyogurt). 
Binges ended when she felt discomfort. She would eat even when she did not feel 
hungry. Her relatively high external eating score (3.40，Mean= 2.76, SD=.59) 
suggested that her binge eating episodes were often triggered by external food cues. 
She would feel guilty after each bingeing. Occasional intensive exercise was her means 
to prevent weight gain. 
Miss B claimed that weight and shape ofher body played a part in how she felt 
about herself. Her self-esteem (26, Mean=26, SD=4.43) was equal to the sample mean. 
However, she was quite sensitive to critical remarks of others (FNE=38, Mean=32.11, 
SD=5.06). Unlike other BED girls, her depression score (10, mean 24.83，SD=8.31) 
was far below the sample mean。 
Case 3 
Miss C , a sixteen years old Form 4 students at a grammar school, (weight= 52 
kg, height =160 cm, BMI= 20.31 kg/m^) desired for an ideal body weight of 47 kg 
which was about 5 kg lighter than the current one. She reported no history of 
overweight or weight fluctuation. Her age of first binge was around seven. 
She binged two to three days per week in the past six months with the 
behavioural features of eating much more rapidly than usual, eating large amounts of 
food when she did not feel physically hungry and she felt depressed and guilty after 
overeating. Binges often occurred in late afternoon (4 PM to 7 PM) and lasted for 
about two hours. Though, she was greatly upset by her binge eating, she did not induce 
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any pathogenic weight loss behaviour. On average, she consumed a pack ofnoodles, 
one orange and a variety of snack (e.g. biscuits, sweets and chips) in her binge episode. 
Miss C claimed that weight and shape ofher body played a part in how she felt 
about herself. Her restrained eating score (3.40, Mean=2.34, SD=.73), emotional 
eating score (2.54, Mean=1.72, SD=.65) and external eating (3.70, Mean- 2.76, 
SD=59) score were moderately high. Hence both food cues ( sight and odour of 
foods or the presence ofother people who were eating) and negative emotions could 
trigger her binges. She was quite conscious to limit her food intake after each binge. 
She also had great fear in perceiving negative evaluation (41，mean=32.11, SD=5.06) 
and her depression score was the highest amongst other BED adolescent girls (38, 
Mean=24.83, SD=8.31). Her self-esteem was about one standard deviation below the 
sample mean (23, Mean=26, SD==4.43). 
Case 4 
Miss D is a thirteen years old Form 2 student. She claimed to have been 
overweight (more than 10 lb.) at the age of 8. She is not obese at this moment ( 
weight=49 kg, Height=167cm, BMI=17,57) but she still desired for a body weight of 
46 kg. Age ofher first binge was around 8. She did have weight fluctuation once or 
twice (lost 10 lb. and regained) in the past years。 
Binges occurred at two to three times per week and lasted for about 60 minutes 
each. She binged most often in early and late afternoon (12 noon to 7 PM). She would 
eat large amounts of food when she did not feel physically hungry。In each binge 
episode, she would eat much more rapidly than usual Her binges was often ended by 
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uncomfortable feelings. Miss D preferred to eat alone because she was embarrassed by 
how much she would eat. She was greatly upset by her binge eating behaviour. 
However, she did not induce any purging or nonpurging pathogenic weight loss 
behaviour. 
Similar to Miss A, Miss D had very high emotional eating score (4.00, 
Mean=1.72, SD=.65) which indicated that diffused emotion or negative emotion (such 
as depression，anxiety, boredom, loneliness and anger) could often trigger binges in her 
daily life. On the other hand, she also had moderately high restrained eating score 
(3.30, Mean=2.34, SD=.73) which indicated that she would cautiously restrain her food 
intake after binge eating to prevent weight gain. Her depression score was moderately 
high (36, Mean=24.83, SD=8.31) and her self-esteem was moderately low (21, Mean= 
26.81, SD=4.43). Finally, her level of fear of negative evaluation (34, mean=32.11, 
SD=5.06) was close to the sample mean. 
Case 5 
Miss E (Weight=54 kg, Height=152cm) is a fifteen years old Form three 
student at a prevocational training school. She was overweight at the age ofthirteen 
(more than 10 lb.) but her present BMI (19.91) was on the upper range of the local 
Chinese norm. According to her information, her age of first binge was around 13 to 
14. She did not report any attempt of dieting to lose more than 10 lb.. 
She binged two to three days per week with all the behavioural features of 
bingeing as described by Spitzer et al (1992) (i.e. eat more rapidly than usual; eat until 
she felt uncomfortably full; eat large amounts of food when she did not feel physically 
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hungry; eat alone because she were embarrassed by how much she was eating; and felt 
depressed and guilty afterwards). Each binge lasted for about 100 minutes and she was 
extremely upset by her binge eating. Occasionally, she would use intensive exercise to 
prevent weight gain. Miss E reported that weight and body concerns play a part in 
how she felt about herself. 
> Unlike other BED girls, her frequency of emotional eating (1.23, Mean=1.72, 
SD=.65) and restrained eating (2.00, Mean=2.34，SD=.73) was below the sample 
mean. Hence, Miss E's binges were most commonly triggered by prominent and 
attractive food cues (external eating scale=4.10, Mean 2.76，SD=3.10). Apart from the 
moderately high depression score (32, Mean=24.83, SD^8.31), Miss E 's fear of 
negative evaluation and self-esteem (27, Mean=26.81, SD=4.43) were close to sample 
mean. 
Case 6 
Miss F is a sixteen years old Form four student at a prevocational training 
school She is slightly chubby (median weight for a height of 157 cm is 46.9kg) 
accordingly to the local Chinese norm (weight = 54 kg，height = 157cm , BMI = 
21.91). Miss F desired for an ideal body weight which was much lower than her 
current weight ( 45 kg). The difference between her ideal body weight and present 
body weight was the highest among the six adolescent girls ( 9 kg). Her age offirst 
onset ofbinge eating was 12 and she denied any attempt of dieting to lose more than 
lOlb.. 
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Binges occurred at a frequency oftwo to three days per week most often in the 
early afternoon ( 12 noon to 4 PM). Each episode lasted for about three hours and on 
average she consumed three oranges, two apples and a wide variety offood (i.e. chips, 
sweets, chocolates and cola-cola ). Miss F often ate rapidly and ended the episode 
when she felt discomfort. She would eat when she did not physically feel hungry and 
she would feel greatly upset after each binge. Miss F reported occasional exercise to 
rid herself from the risk of weight gain. 
Triggers ofbinges were mainly feelings of anger, boredom and loneliness 
(emotional eating score = 2.54，Mean 1.72，SD=3.10). Miss F also reported a 
moderately high score in the restrained eating scale (3.10, Mean=2.34, SD=.73) which 
indicated that she did limit her food intake to prevent weight gain after binge eating. 
Her depression score was moderately high (35, Mean =24.83，SDI 8.31). Her fear of 
perceiving negative evaluation (23, mean=32.11, SD-5.06) was more than one 
standard deviation below the sample mean. Thus, she had less fear of perceiving 
negative evaluation from others. Nevertheless, Miss F had the lowest self-esteem (20, 
Mean=26.81, SD=4.43) among the six girls. 
In summary (Table 9)，all ofthe six subjects desired for an ideal body mass 
index which is lower than their current one. Two of them reported a history of 
overweight at a very young age (8 and 11)。Three of them reported weight fluctuation 
(loss 10 lb, and regain) ofone to two times. In terms of the bingeing and dieting 
history, four adolescent girls reported their age of first binge but deny any attempt of 
dieting to lose weight (loss 10 lb.). One girl reported that her age of first binge 
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preceded her first diet. However, the other girl reported her age of first diet preceded 
her first binge. In summary, all the adolescents girls were not obese. 
Information about the nature of the binge episode of these six girls was 
obtained. The six girls were asked to estimate the duration of a typical binge and the 
time ofoccurrence. The mean duration of a binge for the six girls was 108.8 minutes 
with a range of halfan hour to three hours and the binge occurred most frequently in 
early and late afternoon (12 noon to 7 PM). 
Undoubtedly, the individual estimation of the duration ofbinge eating is only of 
limited validity. However, they do demonstrate that the binge eating in these girls took 
place over relatively long period oftime, more than one and a halfhour, and that large 
amounts ofcarbohydrates were consumed, notjust a few snacks. In fact, the data 
indicate that some adolescent girls consumed the equivalent of their daily caloric 
requirements during a binge episode。 
Emotional stress (four out ofsix) and external food cues (four out ofsix) were 
the two most common triggers of bingeing among these six girls. Three girls were 
quite cautious on their food intake. Overall, the six girls had quite high depression 


























































































































































































































































































































































































































































































































































































































































































































































































































































CHAPTER FOUR: DISCUSSION 
The General Characteristics of Our Sample 
The findings ofpresent study reveal that although the BMI of Chinese 
adolescent girls is slightly below the average according to the local norm (Leung, 
1994)，they still desire for a thinner body figure. While the BMI of Chinese adolescent 
boys is within the average range (Leung,1994), they prefer a heavier body built. 
It is possible that the fat spurt associated with puberty poses a particular 
challenge to young girls. Whereas physical maturation brings boys closer to the 
masculine beauty ideal ofawell-developed, mascular boy, for girls maturation involves 
a development away from what is currently considered as beautiful. As a result, 
adolescent girls express greater dissatisfaction with their body weight than adolescent 
boys. 
Given the greater importance of a female's physical appearance in achieving 
interpersonal success, and given that adolescent girls seem to care more about other's 
opinions and approval, it is not surprising that adolescent girls make appearance and 
weight high priorities in their lives. Compared to females, males put greater emphasis 
on the physical appearance oftheir romantic partners (Davis, 1990), and thinness is an 
important component ofhow attractive and desirable a female is perceived to be. 
Besides, pursuit ofbeauty and thinness is also an important strategy ofidentity 
affirmation. It is argued that gender identity is developed and continuously affirmed by 
adoption and display ofsex-role congruent behaviours. In summary, the central role of 
beauty in female identity and in adolescent girls' interpersonal relationships serves to 
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channel their female identity concerns into preoccupation with shape and weight. This 
phenomenon seems to be true for both Western and Chinese girls. 
Besides，it may also reflect that the Western standard ofideal body image for 
women, that is，the thin ideal, has been gradually endorsed among Chinese adolescent 
girls. In the past, Chinese women valued a fat body figure since fat body is beneficial 
to procreation which is emphasized among the Chinese. The traditional beliefhas 
gradually faded as many Chinese adolescents have viewed adhering to the Western 
trend means ‘up-to-date，，‘fashionable，and ‘new generation'. Hence, it is therefore not 
surprising that Chinese adolescents girls may gradually internalize the value of 
unrealistic thin ideal. Consequently, they tend to p6rceive themselves as overweight 
and desire for a thinner body figure, though they are already underweight as judging 
from the Western weight standard. 
Similarly, Chinese adolescent boys are also exposed to the Western standard of 
ideal body image for men. In the West, a muscular body built is portrayed as stronger, 
more powerful and more masculine. In order to adhere to the Western trend, Chinese 
boys gradually identify a heavier body built as their ideal, and experienced 
dissatisfaction with their body figure. 
Overall，adolescent girls in our sample reported more restrained eating and 
external eating , higher depression and lower self-adequacy (lower self-esteem and 
greater fear ofnegative evaluation) than the adolescent boys. It is possible that girls 
who choose to diet, generally have low self-esteem and are dissatisfied with their 
bodies. They use dieting to improve themselves, and soon will encounter consequences 
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that arise directly from food restriction. That is prolong inhibitions of food intake has 
heightened their sensitivity to external food cues and later on start off an episode of 
binge eating. 
Hunger and frustration not only make food more attractive and desirable, but 
raise arousal levels and emotional responsiveness. Therefore, eating in adolescent girls 
serves to abate negative affect. Girls have a tendency to cope with stress, 
disappointment or depression by overeating. I f overeating becomes a habit, because 
the pleasure offood temporarily blots out the pain of the problem, the individual will 
gain weight inexorably. The failure to lose weight further lowers self-esteem, so that 
the cycle often becomes self-perpetuating. However, it can also be argued that 
depression and low self-efficacy may not only contribute to，but also being exacerbated 
by restrained and external eating in this group of girls. 
The Prevalence ofBinge Eating Behaviour 
This is the first study in an Asian society confirming the existence ofindividuals 
within the high school population with binge eating problems who may or may not have 
the characteristic compensatory features ofbulimia nervosa. Episodic overeating was 
observed in 20.6% ofthe subjects in this high school samples. Binge Eating, that is 
recurrent episodes ofovereating with the sense ofloss of control, was observed in 
10.4%. BED (0.5%) was relatively rare as compared to the episodic overeating or 
subclinical binge eating behaviours in this sample. Previous studies (Spitzer, 1992, 
1993b) in North American college samples, with age and education level slightly higher 
than the present sample, showed consistent findings that episodic overeating was 
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relatively common (38.7%) and the prevalence ofbinge eating (8.1%) was comparable 
to our sample. However, the prevalence ofBED in the college sample of was around 
2.6% in the study of Spitzer et a/.(1992). The prevalence ofBED (0.5%) of our 
sample was also lower than the combined community sites sample (BED, 2.0%), the 
community samples ofthe Staten Island study (BED, 0.7%) reported by Spitzer et al 
(1992) and the French study (BED, 0.7%) reported by Basdevant et al (1995). 
Perhaps among those who report frequent episodic overeating, Chinese 
adolescents are relatively less likely to experience the M\ binge eating syndrome and be 
distressed by it. The slightly lower prevalence of BED among young Chinese 
adolescents in Hong Kong as compared to the data ofWestern studies could be the 
result ofsome protective biological and cultural factors such as a slimmer physique, 
little stigmatization on being overweight, less intense desirability and pursuit ofbeing 
slim, later onset ofpubescence and less marked changes in body shape during puberty. 
The combination ofthese factors implies a more gradual process of maturation 
from childhood to adulthood and thus a lower demand or pressure on the developing 
adolescents. Consequently, it is speculated that Chinese adolescents are less likely to 
feel distress towards overeating or bingeing. 
The Diagnostic Criteria o fBED 
For the purpose ofthis study we defmed binge eating disorder with a high 
threshold, requiring both associated behaviour features ofimpaired control and 
significant distress. To illustrate this, if distress is removed as a criterion, the 
prevalence ofthe disorder in our sample increased by about five times (from 1 1% to 
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6.0%). Since we are more concerned with false positives ( wrongly classify someone 
as a clinical case) than false negatives (failing to identify a true case), it seems to be 
prudent to keep distress in the diagnostic criteria in our sample. 
Unlike the Western studies (Spitizer et al., 1992 )，requiring at least three of the 
associated behaivour indicators ofimpaired control has an effect on the prevalence of 
binge eating syndrome in this high school sample (from 10.4% dropped to 6.0 %). 
About two-fifth (4.4 %) ofsubjects, which is much higher than that in other Western 
studies (average 2.0%), do not manifest at least three of the associated features of 
impaired control. 
One possibie explafiation is that, Chinese adolesc6Ms may not manifest as many 
behavioural indicators ofimpaired control as those in the West. The aforementioned 
protective factors in Chinese culture have probably prevented them from feeling the 
need to hide their bingeing or feeling of disgust or guilt after overeating. The 
adolescents are thus less likely to endorse the items "Eating alone because you were 
embarrassed by how much you were eating” and "Feeling disgusted with yourself, 
depressed, or feeling very guilty after overeating". A quantitative difference in terms of 
behavioural indicators ofimpaired control between Chinese adolescents and their 
Western counterparts exists. Therefore, the inclusion of the associated features as a 
diagnostic criterion in the current study is valid and valuable in making a fuller 
description ofthe disorder embedded in the criteria. On the other hand, the inclusion 
ofthe assoicated features in the diagnostic criteria ofBED had practically no effect on 
the prevalence of BED in either the weight control or the community samples in the 
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West. It is argued that the inclusion of such criterion in the Western samples is 
somehow redundant. 
Nevertheless, there may be a qualitative rather than quantitative difference in 
the associated features. Possibly, Chinese adolescents present as many associated 
features as their Western counterparts but the manifestation of these indicators of 
impaired control may vary. For instance, literature review indicates that bingers in the 
West binge equally often when alone or with others, the Chinese sample in our study 
may have a chance to binge more often when with others than when alone. Thus, they 
are less likely to endorse the item "Eating alone because you were embarrassed by how 
much you were eating" becasue of cultural differences. As a result, the criterion of 
meeting at least three ofthe associated features may fall short to identify a possible true 
case ifqualitative variation exists between our sample and the Western samples. For 
that reason, the inclusion ofthe associated features in the diagnostic criteria may 
underestimate the prevalence ofBED in our sample. 
The Relationship between Binge Eating and Gender 
In line with the Western prevalence in weight control and community samples ( 
Spitzer, 1992), episodic overeating was more common in adolescent boys. Perhaps, it 
is more socially acceptable for boys to overeat and gain weight. This findings 
consistently pointed to the central theme that boys, in general, are striving for a heavier 
and muscular body built to depict a strong, powerful and masculine image. 
Incompatible with the community samples and weight control samples of 
Spitzer et a/.，s (1992) study, we could not fmd any significant difference between 
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adolescent boys and girls in those subclinical binge patterns. Binge eating and binge 
eating syndrome were as common in boys as in girls in our high school sample. 
However, the small sample size ofclinical binge groups (i.e. Binge Eating Syndrome 
together with Distress group and BED group) precludes further gender differences 
analysis. 
Behavioural Profile ofBinge Eaters 
In contrast to the findings ofJohnson et a/.(1995), most bingers in our study 
binged less than one day a week. Binges occurred most commonly in early afternoon 
(12 noon to 4 pm) which was totally different from the findings of midnight and late 
afternoon ofstudies carried out in the West ( Johnson et al., 1995, Mitchell, et al., 
1981). It is likely that several factors operate. First of all, early afternoon (12 noon to 
4pm) is the golden time for most ofour high school students. Many of them have their 
class finished at around one to two o'clock and they will possiblyjoin together for 
social activities afterwards. Eating has become a social function in this group of high 
school sample. It is very likely that they will eat not because they are hungry but 
because they find eating pleasurable and can temporarily get rid ofthe stress from 
study. It is the mood regulation function of eating that they are seeking. Hence, the 
tendency for them to binge at early afternoon but not other time increases. On the 
other hand, most ofthe Western studies are recruiting adult sample, they probably have 
a higher tendency to binge after work, that is the time around late afternoon to 
midnight. 
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Likewise, it is very common for Western families to fill their big fringe with 
snacks, desert, cakes, instant food and soft drinks, bingers in such environment can 
snack between meals and indulge in ‘picking，behviour，i.e. eating chocolates, cakes, 
and sweets at varying time during the day or even at midnight. They enjoy a few 
glasses ofbeer, or raid the refrigerator for soft drinks. It seems that storing large 
am9ur1ts ofinstant food，junk food or soft drinks at home, which is not very common 
in Chinese families, act as a precondition for bingeing, particularly at midnight. 
Therefore, prominent food cues at home can easily trigger an episode ofbingeing as the 
bingers have heightened their sensitivity to them. The above mentioned factors can 
help to ex:plain why there is an obvious difference in the tiine ofbingeing between our 
sample and the Western one. 
Moreover, there may have qualitative differences between our bingers and their 
Western counterparts in the psychological aspects ofbinge eating. It deemed likely 
that our sample binge eat during social eating occasions such as family gathering or 
class gathering at which they might be encouraged to eat more. Eating out in 
restaurants or fast food shop is a common practice for many adolescents in Hong 
Kong. In such situations, binge eating is associated with pleasure, rather than distress. 
Whereas, the Western bingers who frequently binge alone at late afternoon or midnight, 
binge eating is more likely to be associated with distress feelings such as depression and 
loneliness. However, such a speculation need to be confirmed with empirical research. 
In regarding to the distress level, given a social context in which the preference 
for a slim female body is reflected in almost ubiquitous dieting to lose weight, it is not 
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surprising that girls would felt higher level of pressure and distress towards bingeing 
when compared to boys. For Chinese adolescent bingers, actual weight gain can 
motivate them to try weight-losing behaviour. In order to dissipate the extra body fats, 
Chinese adolescent bingers engaged mostly in intensive exercise and used ofdiet pills. 
A smaller number ofbingers engaged in regular (one time per week) self-induced 
vomiting or laxative abuse. 
The Binger Subgroups Differences 
The present study has found a number of differences between subjects with 
varying frequencies ofbingeing in the psychological and behavioural correlates. Boys 
who binged, regardless ofthe frequencies, reported significantly higher depression, 
greater fear ofnegative evaluation, higher restained eating than the control. Boys in 
the clinical binge frequency group reported the most frequent emotional eating than the 
others. Girls who binged, regardless of their frequencies, reported significantly higher 
depression, more frequent emotional eating and external eating than the control. 
Moreover, girls who binged to a clinical level obtained the lowest self-esteem when 
compared to others 
It is ofinterest to find that boys who binge to a clinical frequency level shared 
many characteristics with those ofthe female bingers. As indicated by the particularly 
high score in depression and emotional eating, negative emotions may trigger an urge 
to eat in female bingers as well as in male clinical bingers, the binge has served a 
function ofreleasing the tension of daily life among them. Or conversely the distressed 
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emotions is frequently being exacerbated by the bingeing and a vicious cycle gradually 
establishes. 
More interestingly, in accord with all the girls, the male clinical frequency 
bingers desired for a thinner body figure. The evidence indicates that this group of 
boys, with their BMI (20.05 kg/m^) far below the norm of overweight, is dissatisfied 
with their bodies and eager to loss weight. I f we believe that the central role ofbeauty 
in female identity and in female's development ofintimacy relationships serves to 
channel women's identity concerns into preoccupation with shape and weight and 
ultimately lead to pursuit ofattractiveness and thinness, how then can we explain the 
same phenomenon occurs in this group of male clinical bingers. 
One possible explanation is that this group of male bingers is quite feminine or, 
put differently, they may define themselves based on their physical appearance and their 
relationships with others rather than their achievement。As a result, they would 
relentlessly pursue for thinness and attractiveness to project a favourable impression. 
Possibly, these boys hold a strong belief that beauty is associated with preferential 
treatment by others and they will be benefit from being attractive. Ifthe above 
contention is true, this group ofclinical bingers is expected to depict more restrained 
eating behaviour. Nevertheless, there is no evidence that this group of clinical bingers 
have particularly more restrained eating behaviour than the others. 
Base on the findings, it may be more sensible to purport that when facing the 
many challenges ofpsychosocial tasks of adolescence, this group of male clinical 
bingers has somehow learned to use bingeing for self-soothing. The anxieties 
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associated with biological changes ofpuberty, the establishment ofheterosexual 
relationships, the increase ofachievement expectations, the setting oflife goals and the 
moving toward ofautonomous functioning, all may promote binge eating as a way of 
coping with the aversive emotional state. In which case, they experience a sense oflost 
ofcontrol over eating in the presence ofstimulus cues (i.e. depression or other negative 
emotions). Or, conversely their depression level is being exacerbated by the binge 
eating. Though, the increase ofbody weight after bingeing have heightened their self-
awareness ofseeking a lighter body built, they do not put much effort to really control 
their diet. Furthermore, the evidence in our findings supports the notion that gender 
differences regarding weight md eating issues disappear when severity ofeating 
pathology reaches a clinical level (Tanofsy et al., 1997). 
When the subjects were classified according to their binge frequencies, we 
cannot find a distinct clinical picture between varying frequencies groups in both boys 
and girls, the establishment of a frequency of two days per week for the diagnostic 
criterion ofBinge Eating Disorder in DSM-IV is arbitrary and may not be able to 
differentiate groups with distinct clinical profile. The notion that people who binge less 
frequently are less disturbed is not supported。Hence, the significance of frequency can 
be confusing for the clinician at times. 
Distress is another domain which has been put into the diagnostic criteria of 
BED (Spitzer, et al, 1992;1993) in order to avoid false positive diagnosis. When we 
compared the clinical pictures of control, non-distressed and distressed bingers, several 
important findings were observed. Male distressed bingers revealed significantly higher 
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depression, greater fear ofnegative evaluation, more frequent emotional eating than 
their control. This group also obtained the most frequent restrained eating when 
compared to the other two groups. 
Female distressed bingers differ from the control and the non-distressed bingers 
in most ofthe psychological and behavioural measures. Female distressed bingers 
reported the highest depression, the lowest self-esteem, the most frequent restrained 
eating，emotional eating and external eating when compared to the other two groups. 
Their level offear ofnegative evaluation was similar to those of non-distressed bingers 
but higher than the control. Hence, the qualitative differences between control, 
nondistressed bingers and distressed bingers are more salient in the girls sample. 
It is also ofinterest to fmd that non-distressed female bingers desired for 
relatively the lowest ideal body mass index and reported the least frequent restrained 
eating when compared to other girls. The fact that non-distressed female bingers did 
not show much concern on the amount of food intake (restrained eating) but still 
reported relatively the lowest BMI and IBMI indicated that they may have a different 
physique when compared to other girls. They probably are a group ofgirls with the net 
energy intake roughly the same as the net energy expenditure. That is they may have a 
higher energy expenditure when compared to other girls. Or they have consistently 
engage in exercise to expend the energy. 
In opposed to the other boys, male distressed bingers desired for an ideal body 
mass index lower than their current one. And their restrained eating was the highest 
among the three groups. Hence, they were similar to those female bingers in the sense 
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that they actually want to lose weight. This time we are more confident to argue that 
this group ofmale distressed bingers has shared some of the feminine qualities. 
This group ofboys，like other girls, have internalized the mandate ofbeauty. 
They tend to construe their selfby evaluating their physical attractiveness and their 
relationships with others. As a result, they would relentlessly pursue for an ideal thin 
and attractive figure by means of dieting. The decision to diet has probably 
predisposed them into episodes ofbingeing. 
The Charateristics of Six Extreme Cases 
Close examination ofthe BED samples have also revealed some interesting 
findings. Their ciinicai features largely resembled those ofWestern BED individuals, 
and would meet criteria for the DSM-IV ofBED without modification. In case 1,3,4 
and 6, the binge eating seemed to have occurred at a time of emotional distress. 
The disorder could thus represent a set of dysfunctional behaviours resulting 
from “a difficulty coping with disturbed feelings and thoughts" (Fairburn, 1985). In 
fact, four ofthem had their depression score at least one standard deviation higher the 
sample mean. This paralleled Western BED, whose urge to binge is typically triggered 
by emotional states such as depression, boredom, anxiety and anger, so that binge 
eating may serve to regulate affect or induce nurturance (Abraham & Beumont, 1982). 
Or conversely, the emotional distress can be exacerbated by the bingeing 
Fairburn et al (1993) underlined that it is difficult to draw a line between BED 
and nonpurging bulimia. In the present study, three of the subjects with BED reported 
occasional use ofintensive exercise but the frequency fell short ofthe requirement for 
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purging or nonpurging bulimia as previously reported (Marcus, 1993). Thus, the 
picture in our study appears to be similar to what Basdevant et al. (1993) and Fairburn 
et al. (1993) has described that there were two groups of subjects with BED: a pure 
group ofsubjects that never engaged in any compensatory behaviours, and another 
group ofsubjects that engaged in compensatory behaviours but below the frequency 
threshold for bulimia nervosa. 
An important question remains is whether this impure group should be included 
in future studies o fBED or, as implicitly suggested by the DSM-IV appendix criteria, 
exclude from BED and considered as eating disorders not otherwise specified ( 
EDNOS). In fact the diagnostic criteria for BED arbitrarily convert a continuous 
measure ( severity ofbinge eating) into a categorical one ( presence or absence of 
BED), and this is an important methodological issue as stressed by Yanovski ( 1993). 
Concordant to other studies, we observed that all of our BED subjects report a 
history ofweight fluctuations. This may be related to some problem of disinhibition or 
loss ofcontrol following cognitive, metabolic (caloric restriction), or emotional stimuli 
in BED subjects。In contrast to community or weight control adult samples, the mean 
BMI ofthe our BED was 19.73, they are not associated with an earlier onset of 
obesity or its severity (Telch, Agras & Rossiter, 1988). Hence, the association of 
obesity and severity could not be found in this group of normal weight Binge Eating 
Disorder adolescence. 
The influence ofdieting on the initiation ofbinge eating is controversial (Polivy 
& Herman, 1985; Berkowitz, Stunkard, & Stallings, 1993). According to Herman and 
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Polivy (1990)，binge eating more commonly follows than preceded dieting or weight 
loss ( Polivy & Herman，1985). In the multisite field trials, binge eating started prior to 
dieting in the majority ofsubjects ( Spitzer et al, 1992). In the present study, five out 
of the six (83.33%) BED reported bingeing occurred earlier than their first dieting. 
Only prospective studies could evaluate adequately the respective effect ofrestrained 
eating per se and ofweight loss dieting in the etiology ofbinge eating. In fact dieting 
and restraint are not synonymous and the present findings do not rule out the 
hypothesis that restraint may intervene in BED ( Tuschl, 1990). 
In conclusion, BED was described as an association of symptoms that 
characterize a subgroup ofsubjects with recurrent "objective" overeating. In the 
present study this symptomatic association appears to be rare in the Chinese 
adolescents sample. It was often, but not necessarily, associated with weight 
fluctuations and occasional compensatory behaviours. 
Limitations of the Present Study 
However, several methodological problems should be considered before 
drawing definitive conclusions. First, the validity of questionnaires may be questioned. 
Self-report questionnaires assessing binge eating, though very useful for 
epidemiological studies in large populations, are not as accurate as clinical evaluations 
(Fairburn & Wilson，1993). In the present study, although the questionnaires were 
piloted to their comprehensibility, the frequency of false negatives and false positives 
was not evaluated. 
-^< . 
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Second, the definition ofdifferent symptoms is a difficult issue (Fairburn & 
Wilson, 1993; Goldfein et al‘, 1993). Third, since only students from three different 
high schools were surveyed, the results cannot be generalized to the entire population 
ofhigh school girls and boys in Hong Kong. 
Finally, in this study the definition of binge, in keeping with the initial proposal 
of Spitzer et al. (1991), did not take circumstances into account. Spitzer et al.,s 
definition was based on the assumption that binge eating is in any sense something 
universal (or a disease) and it should show up in various cultures in more or less the 
same way. There are enormous problems on this core belief. The definition and 
meaning ofbinge eating among Chinese may be somehow different from that ofthe 
West. For instance, bingers in our society are very frequently being encouraged to 
overeat in social gathering, it is more socially acceptable for people to eat in this way. 
Although, bingers in our sample may present with the same superficial symptomatology 
with their Western counterparts, the behavioural meaning of their binges are totally 
different. 
We can argue that most cultures have their own definitions for marking what is 
abnormal to the social fiinctioning of an individual. The cause ofan abnormality, so 
defmed, may have various explanations. It is, hence, reflect the fact that people's 
behaviour remain but the meaning of such behaviour is subjected to the social context 
ofself-definitions. Accordingly, it is suggested that the criterion of "there must be 
clear evidence ofclinically significant distress or impairment in social, occupational, or 
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other important areas offimctioning.，，be added to the diagnostic criteria ofBED. 
Implications for Future studies 
Additional studies investigating the clinical pictures ofindividuals with varying 
frequencies and distress level may shed light on the values of these two criteria in 
diagnosing people with binge eating problem. The findings probably can help us 
differentiate whether binge eating is a continuos or discrete problem. Secondly, the 
present study has establish the first set of data in the Chinese high school students in 
Hong Kong, the distribution of various overeating patterns need to be verify in different 
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APPENDDC A: ENGLTSH VERSION QF THE OUF.STTQNNAmE 
OUESTIONNAmE ON E A T m G AND WEIGHT PATTERNS-REVISED 
Thank you for completing this questionnaire. Please circle the appropriate number or 
response, or write in information where asked. You may skip any question you do not 




4. Current fiody Weight: kg or lbs. 
5. Current He i ^ t cm or feet 
6. Ideal Body Weight: kg or lbs. 
7 Maximum Body Weight: kg 
8. Have you ever been overweight by at least 10 lbs as a child or 15 lbs as an adult ？ 
l.Yes 2. No or not sure 
I fYES: How old were you when you were first overweight ( at least 10 lbs as a child or 
15 lbs as an adult)? lfyou are not sure, what is your best guess? 
9. How many times (approximately) have you lost 20 lbs or more- when you weren't sick--
and then gained it back? 
1. Never 
2. Once or twice 
3.Three or four times 
4. Five times or more 
10. During the past six months, did you often eat within any two hour period what most 
people would regard as an unusuaUy large amount offood? 
1. Yes 2. No 
11. During the times when you ate tMs way, did you often feel you couldn't stop eating or 
control what or how much you were eating? 
1. Yes 2. No 
Jf NO: SKJP TO QUESTION 15 
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12. During the past six months, how often , on average, did you have times when you ate 
this way—that is, large amounts offood plus the feeUng that your eating was out of 
control? (There may have been some weeks when it was not present—just average those 
in.) 
1. Less than one day a week 
2. One day a week 
3. Two or three days a week 
4. Four or five days a week 
5. Nearly every day 
13. Did you usuaUy have any ofthe foUowing experiences during these occasions? 
a. Eating much more rapidly than usual? Yes No 
b. Eating until you felt uncomfortably fuU? Yes No 
c. Eating large amounts of food when you didn't 
feel physicaUy hungry? Yes No 
d. Eating alone because you were embarrassed by 
how much you were eating? Yes No 
e. FeeHng disgusted with yoursetf, depressed， 
or feding very guilty after overeating? Yes No 
14. Think about a typical time when you ate this way--that is, large amounts offood plus the 
feding that your eating was out ofcontrol. 
a. What time of day did the episode start? 
L Moming (8 a.m. to 12 noon) 
2. Early afternoon ( 12 noon to 4 p.m.) 
3. Late afternoon (4 p.m. to 7 p m ) 
4. Evening ( 7 p.m. to 10 p.m.) 
5. Night ( after 10 p.m.) 
b. Approximately how long did this episode of eating last, from the time you started 
to eat to when you stopped and didn't eat again for at least tow hours? 
hours minutes 
c. As best you can remember, please Ust everything you might have eaten or drunk 
during that episode. Jfyou ate for more than two hours, describe the foods eaten and 
liquids drunk during the two hours that you ate the most. Be specific--include brand 
names where possible, and amounts as best you can estimate (For example: 7 ounces 
Ruffles potato chips; 1 cup Breyer's chocolate ice creamwith 2 teaspoons hot fudge; 28 
ounce glasses ofCoca-Cola, 11/2 ham and cheese sandwiches with mustard.) 
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15. bi general, during the past six months, how upset were you by overeating(eating more 
than you think is best for you)? 





16. M general, during the past six months, how upset were you by the feding that you 
couldn't stop eating or control what or how much you were eating? 





17. During the past six months, how important has your weight or shape been in how you 
feel about or evaluate yourselfas a person—as compared to other aspects ofyour Ufe, 
such as how you do at work, as a parent, or how you get along with other people? 
1. Weight and shape were not very important 
2. Weight and shape played a part in how you felt about yoursdf 
3. Weight and shape were among the main things that affected how you felt about 
yoursdf 
4. Weight and shape were the most important things that affected how you felg about 
yoursetf. 
18.During the past three months, did you ever make yoursetfvomit in order to avoid gaining 
weight after binge eating? 
1. Yes 2. No 
tfYES: How often, on average, was that? 
1. Less than once a week 
1. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5. More than five times a week 
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19. During the past three months, did you ever take more than twice the recommended does 
oflaxatives in order to avoid gaining weight after binge eating? 
1. Yes 2. No 
H*YES: How often, on average, was that? 
1. Less than once a week 
2. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5. More than five times a week 
20. During the past three months, did you ever take more than twice the reconunended does 
ofdiuretics (water piUs) in order to avoid gaining weight after binge eating? 
1. Yes 2. No 
KYES: How often, on average, was that? 
1. Less than once a week 
2. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5. More than five times a week 
21. During the past three months, did you ever fast-not eat anything at aU for at least 24 
hours--in order to avoid gaining weight after binge eating? 
1。Yes 2. No 
tfYES: How often, on average, was that? 
1. Less than once a week 
2. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5.More than five times a week 
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22. During the past three months, did you ever exercise for more than an hour specificaUy in 
order to avoid gaining weight after binge eating? 
1. Yes 2. No 
M*YES: How often, on average, was that? 
1. Less than once a week 
2. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5. More than five times a week 
23. During the past three months, did you ever take more than twice the recommended does 
of diet piU in order to avoid gaining weight after binge eating? 
1. Yes 2. No 
M'YES: How often, on average, was that? 
1. Less than once a week 
2. Once a week 
3. Two or three times a week 
4. Four or five times a week 
5.More than five times a week 
24. During the past six months, did you go to any meetings of an organized weight control 
program? (e.g. Weight Watchers) or a setf-help group(e.g Overeaters Anonymous)? 
1。Yes 2. No 
H'YES: Name ofprogram 
25. Since you have been an adult—18 years old —how much ofthe time have you been on 
a diet, been trying to foUow a diet，or in some way been Umiting how much you were 
eating in order to lose weight or keep from regaining weight you had lost? Would you 
say....? 
1. None or hardly any of the time 
2. About a quarter of the time 
3. About hatf of the time 
4. About three-quarters of the time 
5. Nearly aU of the time 
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26. SKJP THE QUESTION 正 YOU NEVER LOST AT LEAST 10 LBS BY Df f iXmG 
How old were you the first time you lost at least 10 lbs by dieting, or in some way 
limiting how much you ate? H'you are not sure, what is your best guess? 
years 
27 SKEP TfflS QUESTION 正 YOU'VE NEVER HAD EPISODES OF EATBS[G 
UNUSUALLY LARGE AMOUNTS OF FOOD ALONG WITH THE SENSE OF 
LOSS OF CONTROL 
How old were you when you first had times when you ate large amounts offood and felt 
that your eating was out ofcontrol? tfyou are not sure, what is your best guess? 
years 
28. Please take a look at these siUiouettes. Put a circle around the siUiouettes which most 
resemble the body build ofyour natural father and mother at their heaviest. Lfyourhave 
no knowledge ofyour biological father and/or mother, don't circle anything for that 
parent. 
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DUTCH EATDs[G BEHAVIOUR OUESTIONNAmE 
l=never, 2=seldom, 3=sometimes, 4=often and 5=very often 
1 2 3 4 5 
1. When you have put on weight do you eat less than you usually do? 
2. Do you try to eat less at mealtimes than you would like to eat? 
3. How often do you refuse food or drink offered you 
becasue you are concerned about your weight? 
4. Do you watch exactly what you eat? 
5. Do you deliberately eat foods that are slimming? 
6. When you have eaten too much, do you eat less than usual the 
following day? 
7. Do you deliberately eat less in order not to become heavier? 
8. How oftki do you try not to eat between meals because you are 
watching you weight? 
9. How often in the evenings do you try not to eat because you are 
watching your weight 
10. Do you take your weight into account with what you eat? 
11 • Do you have a desire to eat when you are irritated? 
12. Do you have a desire to eat when you have nothing to do? 
13. Do youhave a desire to eat when you are depressed or 
discouraged 
14. Do you have a desire to eat when you are feeling lonely? 
15. Do you have a desire to eat when somebody lets you down? 
16. Do you have a desire to eat when you are cross? 
17. Do you have a desire to eat when something unpleasant is 
about to happen? 
18. Do you get the desire to eat when you are anxious, worried or 
tense? 
19. Do you have a desire to eat when things are going against you 
or have gone wrong? 
20. Do you have a desire to eat wheti you are frightened? 
21. Do you have a desire to eat when you are disappointed? 
22. Do you have a desire to eat when you are emotionally upset? 
23. Do you have a desire to eat wheti you are bored or restless? 
24. ]f food tastes good to you do you eat more than usual? 
25. LFfood smells and looks good do you eat more than usual? 
26. ]f you see or smell something delicious, do you have a desire 
to eat it? 
27. ]f you have something delicious to eat do you eat it straight 
away? 
28. tfyou see others eating do you also want to eat? 
29. Do you eat more than usual wheti you see others eating? 
20. When preparing a meal are you inclined toe eat something? 
21 .If you walk past the baker do you have the desire to by 
something delidous? 
22. Jf you walk past a snack bar or a cafe, do you have the desire 
to buy something delicious? 
23. Can you resist eating delicious food? 
89 
ROSENBERG SELF-ESTEEM SCALE 
l=Strongly agree, 2=Agree, 3=Disagree, 4=Strongly disagree 
1 2 3 4 5 
1. On the whole, I am satisfied with mysetf. 
2. At times I think I am no good at aU. 
3.1 feel that I have a number of good quaMtes. 
4.1 am able to do things as weU as most other people 
5. I feel I do not have much to be proud of 
6. I certainly feel useless at times. 
7. I feel that Fm a person of worth, at least on an equal plane 
with others 
8. I wish I could have more respect for mysdf 
9. AU in aU, I am incHned to feel that I am a failure 
10. I take a positive attitude toward mysdf 
FFAR OF NEGATWR EVALUATION SCALE 
1 2 3 4 5 
11.1 worry about what other people wiU think of me even when I 
know it doesn't take any difference 
12. I am unconcerned even i f I know people are forming an 
unfavourable knpression ofme. 
13.1 am frequently afraid of other people noticing my 
shortcomings 
14.1 rarely worry about what kind ofimpression I am 
making on someone。 
15.1 am afraid that people wiU not approve ofme 
16. I am afraid that people wiU fidn fault with me. 
17. Other people's opinion of me do not bother me 
18. When I am taUdng to someone, I worry about what 
they may be thinking about me. 
19.1 am usuaUy worried about what kind of impression 
I make. 
20, Jfl know someone isjudgying me，it has Mttle 
effect on me. 
21。Sometimes I think I am too concerned with what 
other people think of me。 
22. I often worry that I wiU say or do the wrong things. 
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CENTRE FOR EPK)EMIOLOGIC STUDff iS-DKPRESSED MOOD SCALE (CES-D) 
l=Rarely or none of the time (less than 1 day) 
2=Some or a Uttle of the time (1-2 days) 
3=OccasionaUy or a moderate amount of time (3-4 days) 
4=Most or aU of the time (5-7 days) 
1 2 3 4 
I. I was bothered by things that usuaUy don't bother me 
2.1 did not feel Hke eating; my appetite was poor 
3. I felt that I could not shake off the blues even with help from 
my family or friends 
4. I felt that I wasjust as good as other people 
5. I had trouble keeping my mind on what I was doing 
6.1 felt depressed. 
7. I felt that everything I did was an effort 
8.1 felt hopeful about the fixture 
9. I thought my Ufe had been a failure 
10.1 felt fearful 
I I . My sleep was restless. 
12.1 was happy 
13, I taU^ed less than usual. 
14, I felt lonely 
15, People were unMendly 
16.1 enjoyed Ufe. 
17. I had crying speUs 
18.1 felt sad 
19, I felt that people disUked me 
20.1 could not get "going". 
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APPENDIX B 










4.現時體重 ： 千 克 或 榜 
5.現時身高 ： 厘 米 或 沢 吋 
6.你的理想體重 ： (千克/磅） 
7.你過往最高的體重是 : 磅 
8.你過往曾否超重?兒童時起碼超重1 0磅，或成人時起碼超重1 5膀？ 





• L 從 未 














• 1. 一星期少^^天 
• 2. —星期一天 
• .3. —星期二至三天 
• 4. 一星期四至五天 
• 5.差不多每天如是 
13.在以上的進食情況下，你會否常有以下的經歷？ 
a.吃得比平常更快 是 否 
b.飽到不適才停止進食 S S -—— 
c.不覺饑餓但仍大量進食 是 否 
d.爲進食份量感到尷瓰而獨自進食 是 否 









































• 1.曾 • 2.否 
若曾平均多久一次？ 
• 1. 一星期少於一次 
• 2. —星期一次 
• 3. 一星期二至三次 
• 4. 一星期四至五次 
• 5. —星期多於五次 
19.在過去三個月內，你曾否爲了避免在暴飮暴食後體重上升而進食輕瀉劑？ 
• 1.曾 • 2.否 
若曾平均多久一次？ 
• 1. 一星期少於一次 
• 2. 一星期一次 
• 3, 一星期二至三次 
• 4. 一星期四至五次 
• 5, —星期多於五次 
20.在過去三個月內，你曾否爲了避免在暴飲暴食後體重上升而進食利尿藥(藥 
九）？ 
• 1.曾 • 2.否 
若曾平均多久一次？ 
• L 一星期少^^次 
• 2. 一星期一次 
• 3。一星期二至三次 
• 4. 一星期四至五次 
21.在過去三個月內，你曾否爲了避免在暴飲暴食後體重上升而在最少二十四小時 
內完全不吃任何食物？ 
• 1。曾 • 2。否 
若曾平均多久一次？ 
• 1. 一星期少於一次 • 
• 2。一星期一次 
• 3。一星期二至三次 
• 4, 一星期四至五次 
22.在過去三個月內，你曾否爲了避免在暴飲暴後體重上升而特別做運動 
多過一小時？ 
• 1。曾 • 2.否 
若曾平均多久一次？ 
• 1. 一星期少於一次 
• 2. —星期一次 
• 3. —星期二至三次 
• 4. 一星期四至五次 
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23.在過去三個月內，你曾否爲了避免在暴飲暴食後體重上升而進食減肥藥？ 
• 1.曾 • 2.否 
若曾平均多久一次？ 
• 1. 一星期少}^^次 
• 2. 一星期一次 
• 3. 一星期二至三次 
• 4. 一星期四至五次 
24.在過去六個月內，你曾否參加減肥班或減肥自助小組的聚會？ 





















DUTCH EATING BEHAVIOUR QUESTIONNAIRE 
請細閱以下項目，並就你個人的情況找合適的程度許分 0 
(1) (2) (3) (4) (5) 
全 很 有 時 經 
不 少 時 常 常 
1.若你發覺增了磅，你會否吃得比平時少？ • • • • 口 
2.進餐時你會否吃得比你所想吃的少？ • • • • • 
3.你擔心體重時會拒絕人們拿給你的食物或飮品嗎？ 口 口 口 口 口 
4.你會不會小心選擇所吃的食物？ • • • • ^ 
5.你會不會故意吃令人纖痩的食物？ • • • • • 
6.若你在某日吃得太多， 
你會否在接著那天吃得比往常少？ • • • • • 
7.你會否爲了避免體重上升而故意吃少些食物？ • • • • • 
8.你因注意體重而《在正餐以外不進食？ • • • • • 
9.你因注意體重而賞試不吃晚餐的次數有多頻密？ 口 口 口 口 口 
10.你會否在進食時考慮體重？ • • • • • 
11.你被激怒時會否有進食的衝動？ 口 • • • • 
12.你空閑時會否有進食的衝動？ 口 • • 口 • 
13.你情緖低落或感到沮喪時會否有進食的衝動？ 口 口 口 口 口 
14.你感到孤單時會否有進食的衝動？ • • • • • 
15.若有人令你失望，你會否有進食的衝動？ • • • • • 
16.你受挫折時會否有進食的衝動？ • • • • 口 
17.若某些不愉快事情將要發生，你會否有進食的衝動？口 口 口 口 • 
18.你憂慮，擔憂或感到緊張時會否有進食的衝動？ • • • • 口 
19.若所遇到的事情非如你所願，你會否有進食的衝動？口 • • • • 
20.你恐懼時會否有進食的衝動？ • • • • 口 
21.你感到失望時會否有進食的衝動？ 口 • • • • 
22.你感到不安時會否有進食的衝動？ • 口 • • • 
23.你感到煩悶或心緖不寧時會否有進食的衝動？ • • • • • 
24.若食物美味，你會否吃得比平常多？ 口 口 口 口 口 
25.若食物的香味及外觀吸弓I，你會否吃得比平常多？ 口 口 口 口 口 
26.若你看到或嗅到美味的食物，你會否有進食的衝動？口 口 口 口 口 
27.若你有美食當前，你會否立刻吃下？ • • • 口 口 
28.若你看到其他人進食，你會否也想進食？ • • • • • 
29.若你看到其他人進食，你會否也吃得比平常多？ • • 口 • 口 
30.在預備食物時，你會否偷食？ • • • • • 
31.經過麵飽店時，你會否有幫襯它的衝動？ 口 • • 口 口 
32.經過小食店或餐室時，你會否有幫襯它的衝動？ 口 口 口 口 口 
33.你能否抗拒美味的食物？ • • • • • 
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ROSENBERG SELF-ESTEEM INVENTORY 
請細閱以下項目，並就你個人的情況找合適的程度評分0 
(1) (2) (3) (4) 
非 不 同 非 
常 同 意 常 
不 意 同 
司 思 
¾^ 
1.很多時，我認爲自己是一無是處。 口 口 口 口 
2.我很多時覺得自己很無用。 • • • • 
3.我對於自己抱著肯定的態度° • • • • 
4.我認爲自己是個有價値的人，至少基本上是與別人相等的。口 • • 口 
5，總括來說，我覺得我是一個失敗者。 口 口 • • 
6.我覺得我沒有什麼値得驕傲。 • 口 • 口 
7.我做事的能力和大部份人一樣好。 • • • • 
8.總括而言，我很滿意自己° • • • • 
9.我希望我能夠更看重自己。 • • • • 
10.我覺得我有很多好的特質。 • • • • 
FEAR OF NEGATIVE EVALUATION SCALE 
11.我擔心別人怎樣看我，即使我知道這對我沒有什麼影響。口 口 • 口 
12.即使我知道別人對我有不好的印象，我也不會理會° 口 口 口 口 
13.我時常害怕別人注意的短處。 • • • • 
14.我很少擔心自己給別人留下什麼印象° • • • • 
15.我害怕別人不讚同我° • • • • 
16.我害怕別人對我挑副。 • • • • 
17.別人對我的評價不會困擾我。 • • • • 
18.當我與別人談話時，我會擔心他們怎樣看我。 口 口 口 口 
19.我常擔心自己給別人留下什麼印象° • • • • 
20.就算我知道有人在批評我，對我也沒有什麼影響。 • • • • 
21.有時我覺得自己太擔心別人怎樣看我。 • • • • 
22.我時常擔心自己會說話或處事不合宜。 • • • • 
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CENTRE FOR EPIDEMIOLOGICAL STUDIES-DEPRESSION SCALE 
請細讀以下項目，並選出0最適合的情況， 
在過去一個月內，..... 
(1) (2) (3) (4) 
非 不 同 非 
常 同 意 常 




1.我被一些平常不會煩擾我的事情所煩擾。 • 口 • 口 
2.我胃口不佳，不想進食。 • • • • 
3.就算有家人或朋友幫助，我也感到不能解除憂鬱。 • • • 口 
4.我感到我不比別人差。 • • • • 
5.我做事不能集中精神。 口 口 口 口 
6.我感到抑變沮喪。 • • • • 
7.我感到我做每事都是十分吃力° • • • • 
8.我對末來充滿希望。 • • • • 
9.我認爲我的一生很失敗。 • • • • 
10.我感到恐懼。 • • 口 • 
11.我不能安睡。 • • • • 
12.我是快樂的。 • • • • 
13.我比平常少說話。 • • • • 
14.我感到寂寞。 • • • • 
15.人們都是不友善的。 • • • • 
16.我享受生命。 • • • • 
17.我經常哭泣。 • • n n 
18.我感到不快。 • • • • 
19.我感到人們不喜歡我。 • • • • 
20.我停滯不前。 • • • • 
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APPENDIX C 
Decision rules for classifying Episodic Overeating, Binge Eating, Binge Eating 
Syndrome, Binge Eating Syndrome and Distress and Binge Eating Disorder 
QuestionNo. Response 
Episodic Overeating 10 1 
Binge Eating 10AND11 1 
Binge Eating Syndrome 10 AND 11 1 
13 a through e 3 or more items marked ‘Yes， 
(At least 3 associated 
symptoms during binge eating 
episodes) 
Binge Eating Syndrome and 10 AND 11 1 
distress 
13 a through e 3 or more items marked ‘Yes' 
(At least 3 associated 
symptoms during binge eating 
episodes) 
15 OR 16 4 OR 5 ( Marked distress 
regarding Binge Eating) 
Binge Eating Disorder 10 AND 11 1 
13 a through e 3 or more items marked 'Yes' 
(At least 3 associated 
symptoms during binge eating 
episodes) 
15 OR 16 4 OR 5 ( Marked distress 
regarding Binge Eating) 
12 3,4 OR 5 (At least 2 days per 
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